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OPENS 
THE DOOR 


to more 


reserpine, ‘Panray’ 


Ataractic Therapy for 
NEURO-PSYCHIATRIC CONDITIONS 


Supplied in 0.1 mg., 0.25 mg., 0.5 mg., 1.0 mg., 2.0 mg., 
3.0 mg., 4.0 mg., and 5.0 mg. compressed, scored TABLETS 
Also available in 2 mi. AMPULES containing 5.0 mg. of 10.0 
mg. for porenteral administration 


Write for samples, literature. 


CANN 340 CANAL STREET NEW YORK 13, N.Y. 
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for the average 


patient tn 


everyday practice 


© well suited for prolonged therapy 
@ well tolerated, nonaddictive, essentially nontoxic 


@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 


@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 
@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relarant action 


DISCOVERED AND INTRODUCED 
BY WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U 8. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets tid. 


Literature and Samples Available on Request 
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THE ORIGINAL MEPROBAMATE ® 

OW 


the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Model RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 


e CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES e¢ ELECTRO-SLEEP THERAPY 
e FOCAL TREATMENT—vwnilateral and bilateral 
e MONO-POLAR TREATMENT—won-convulsive or convulsive 
e BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 
BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 


REUBEN REITER, Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y., ROOM 70! 
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TRADE MARK 


THE REITER 
NEUROSTIMULATOR 


a new companion instrument which 
further establishes the versatility 
of the Reiter electrostimulator 


| INDICATIONS RC-47D. 
_ For Sedative Treatment 


For Neuromuscular Diseases 
_ For Cerebral Stimulation 


_ To initiate or taper off 
non-convulsive or convulsive 
treatment 


For pre-treatment and post- 
treatment anxiety 


For post-convulsion 
restlessness 


For painful conditions 


- For motor point stimulation 


the SedAc 


REITER'S NEUROSTIMULATOR 
EMPLOYS VERY SAFE 
HIGH FREQUENCY CURRENTS. 


Now painless high frequency current 
treatments are possible with the SedAc 
used in conjunction with the Model RC- 
47D. A very small portion of the RC-47D 
current potential is used. A unique de- 
vice extracts only very high frequency 
currents which provide a mild stimula- 
tory effect. Completely safe as well as 
painless, the SedAc treatments build 
patient confidence. The patient is awake 
throughout the treatment—no barbitu- 
rates need be administered. 


A glow indicator shows the relative 
amount of current entering the patient. 
A graduated control with three ranges 
of fineness is ‘provided. An exclusive 
feature of the Reiter SedAc NEURO- 
STIMULATOR is provision for a change of 
treatment to convulsive therapy. 


For use with the Model RC-47D elec- 
trostimulator; the SedAc instrument is 
housed in a matching walnut case. The 
cost of the SedAc is incomparably low 
—only $77.50 complete. 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, 
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From 
CONFUSION 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and private institutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula, ! 2 


NICOZOL is supplied in cap- 


sule and elixir forms. Each 
capsule or 2 teaspoonful toa 


contains: 
Pentylenetetrazol. 100 mg. NORMAL 
BEHAVIOR 


Nicotinic Acid. . 50 mg. 
1. Levy, S., JAMA.,, 153:1260, 1953 : 
2. Thompson, L., Procter R., { 

North Carolina M. J., 15:596, 1954 : PATTE RN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, 


for professional samples of 
NMICOZOL capsules and literature on 
NICOZOL for senile psychoses, 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


CHLORIDE brand 
SUCCINYLCHOLINE CHLORIDE 


| 


“removes practically all of the previous risks inherent in the treatment. 


respiratory “... patients treated with this muscle relaxant, though often 
safety 


apneic, are readily ventilated with oxygen. Skin color remains 


excellent. 


“The most important [observation] is the elimination of 
hypoxia or anoxia.’ 


cardiovascular “The arterial blood pressure is found to rise during the 
safety [unmodified] electroshock. When the muscular spasms and the 
asphyxia are eliminated with the administration of succinyl- 

choline and oxygen, a slower and more even rise is noted; .. .’"* 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succinylcholine is noted to result in a slower and more 
even rate.”’* 


orthopedic “...the occurrence of fractures and dislocations has been 


Safety 


reduced to zero.” 
“No fractures occurred in the group during therapy.”® 


over-all “Modification of electro-convulsive therapy with thiopental 
safety sodium and succinylcholine chloride is a much safer treatment 
as shown by the absence of fractures and medical complications 
in our series of 7,500 treatments.”’! 
references : 
1. Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:15, 195 2. Nowill, 
W. K., Wilson, W., and Borders, R.: A.M.A. Arch. Neurol. & Vaychiat. T1:189, 1054. 8 
Steven, R. J. M., Tovell, R. M., Johnaon, J. C., and Delgado, BE.) Aneatheasiology 16:624, 1954 


4. Holmberg, G., et al.: A.M.A. Arch. Neurol, & Paychiat, 72:74, 1954. 5. Wilaon, Wo P, 
and Nowill, W. K.; ibid, 71:122, 1954. 


“‘ANECTINE’ Chioride brand Succinylcholine Chloride INJECTION intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ec. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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Desbutal 


(DESOXYN* plus NEMBUTAL") 


to dispel anxiety and depression 


One capsule represents 5 mg. Desoxyn (Methamphetamine, Abbott) Hydrochloride 


and 30 mg. NEMBUTAL (Pentobarbital, Abbott) Sodium. 


Obbott 


ty 

Xl 


control 


Lumina} and Luminal Sodium —time-tested, effective dampers of 
cortical overactivity —control emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods. 


FOR ORAL USE: 
LUMINAL OVOIDS 
Distinctive Sugar Coated Oval Shaped Tablets 
Easy Color Identification of Dosage Strength 
e \4 grain (yellow) 
e 14 grain (light green) 
e 114 grains (dark green) 
. LUMINAL ELIXIR grain/teaspoonful) 


FOR PARENTERAL USE: 
LUMINAL SODIUM 
Hypodermic Tablets of 65 mg. (1 grain). 
Ampuls (powder) of 0.13 Gm. ( 2 grains) and 0.32 Gm. (65 grains). 
Ampuls (solution in propylene glycol) of 1 cc.—0.13 Gm. (2 grains) — 
and 2 cc,—0.32 Gm. (5 grains). 
Vials (solution in propylene glycol) of 10 cc., 0.16 Gm. 
(21% grains) per cc. 
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THE PIONEER BRAND OF PHENOBARBITAL 
BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


® 
inthrop LABORATORIES 


NEW YORK 18, N.Y. * WINDSOR, ONT 
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hydrochloride 
(methyl-phenidylacetate hydrochloride CIBA) 


Ritalin is a mild, safer cortical stimulant which is par- 
ticularly “efficacious in the treatment of mild to moderate 


depressions in neurotic and psychotic patients. 

When Ritalin was given for 6 months to 127 with- 
drawn, dull, listless, apathetic, or negativistic institution- 
alized patients, 101 showed improvement in behavior and 
manageability. “Many returned to normal eating and 
toilet habits almost simultaneously with evidence of 
mental awakening... .’” 


In depressed states Ritalin provides needed stimulus 
without the wide swings of reaction caused by most stim- 
ulants. /t rarely causes palpitation, jitteriness, or hyper- 
excitation; has no appreciable effect on blood pressure, 
pulse rate or appetite. 

Dosage: 10 to 20 mg. b.i.d. or t.i.d., adjusted to the individual. 
Supplied: TABLETS, 5 mg. (yellow) and 10 mg. (blue); bottles 
of 100, 500 and 1000, TABLETS, 20 mg. (peach-colored); bottles 
of 100 and 1000 

References: 1. Noce, R. H., and Williams, D. B.: Personal communica. 


tion. 2. Ferguson, J. T Paper presented at American Society for 
Pharmacology and Experimental Therapeutics, lowa City, lowa Sept. 


9, 19556. 
I B A SUMMIT, 
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Toxicity Is minimol—ne of liver damage hes Bee 
use offers (1) minimal pain; (2) no tissue m 
(3) potency of 50 mg. (4) no need fe 


SPARINE is also highly effective fo: 
q 4 ree 


pOweposy, 


GAH 


Dosage: Usually 0.5 to 1 mg. 
twice daily 

Supplied: Tablets, 1 mg., yel 
low (scored), and 5 myg., buff 
(cross-scored). Ampoules, 2.5 
and & mg. per ce., 10 ce. Oral 
drops, 2 mg. perce. Also, tablets, 
O.1 my., orange, and 0.25 mg., 
green (scored); elixir, 0.25 mg. 


per oa ce, 


AND COMPANY 


in the mentally ill 


SANDRIL 


facilitates psychiatric treatment 


‘Sandril’ calms, diminishes anxiety and tension, 
improves the sleep pattern. 


‘Sandril’ frequently produces relaxation, decrease in 
hallucinations and delusions, improved communica- 
tion, and increased depth of effect in psychotic pa- 
tients. Raging, combative, unsociable patients usually 
become more co-operative, friendlier, quieter, and 
much more amenable to psychotherapy and rehabili- 
tation measures. 


‘Sandril’ is virtually nontoxic; does not produce liver 
damage or severe orthostatic hypotension. 


INDIANAPOLIS £6, INDIANA, U.S.A. 
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IMPLICATIONS OF DURHAM’S CASE! 
ABE FORTAS,? Wasnincton, D. C. 


On July 1, 1954, the opinion of the Court 
in Durham v. United States was handed 
down. 

In the Durham case, the Court of Appeals 
for the District of Columbia reached back for 
an old and unused item in the judicial inven- 
tory. It dusted off a principle fabricated in 
the remote state of New Hampshire in 1870, 
slightly modernized its lines, and offered it as 
the new fashion for the nation’s capital. 

Until the decision in this case, the tests of 
insanity as a defense to criminal prosecution 
in the District of Columbia had been the 
M’Naghten rule and the irresistible impulse 
principle. The substance of the W’Naghten 
rule is that to establish a defense on the 
ground of insanity, it must be proved that 
the accused was laboring under such a de- 
fect of reason from disease of the mind, as 
not to know the nature and quality of 
the act he was doing, or, if he did know 
it, he did not know that he was doing what 
was wrong. The irresistible impulse test 
was adopted in the District in 1929. Under 
this rule the insanity defense could be es- 
tablished by proving, in the quaint language 
of the Court, that the accused’s “reasoning 
powers were so far dethroned by” an uncon- 
trollable impulse to perpetrate the deed “as 
to deprive him of the will power to resist.” 

In Durham, the Court of Appeals, in a re- 
markably lucid and perceptive opinion by 
Judge David L. Bazelon, concluded that these 
tests were inadequate: The right-wrong test, 
it held, does not take sufficient account of 
“psychic realities and scientific knowledge,” 
and is based upon only one symptom. The 
irresistible impulse test, according to the 
Court, does not “give recognition to mental 
illness caused by brooding and reflection.” 

Accordingly, the Court decreed that in the 
future a new style would prevail in the courts 
of the District of Columbia. This new test, 


1 Read in the Section on Legal Aspects of Psy- 
chiatry at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, II1., April 30- 
May 4, 1956. 

2 Address: 1229 19th Street, N.W., Washington, 


the Court said, is not unlike the test adopted 
by New Hampshire in 1870, which, since that 
time, has produced much literature but no 
emulation. The Durham test, as announced 
by the Court, “is simply that an accused is 
not criminally responsible if his unlawful act 
was the product of mental disease or mental 
defect.” 

As is usual with new fashions, the Court's 
edict was variously received. Some cheered 
and some jeered. A judicial model, however, 
has a sanction that Mr. Dior cannot quite 
achieve. It is compulsory—unless the legis- 
lature overrules it or unless and until the 
Court changes its mind. 

In the District of Columbia, the decision 
was quickly and vigorously attacked by the 
chief prosecuting attorney and by one of our 
two great newspapers. Ina series of editori- 
als, the Evening Star attacked the new rule 
because it feared that it would result in turn- 
ing loose a flood of law-breakers to prey on 
the citizens of Washington. According to the 
Star, because of the rule in Durham, more 
criminals would plead the excuse of insanity, 
and more insanity pleas would be successful, 

At about the same time that Durham was 
decided, the Court of Appeals decided several 
related cases which resulted in shoring up the 
entire legal procedure for processing and ad- 
judicating claims of insanity. These decisions 
reflected the great interest and unusual psy- 
chiatric literacy of the judges of that Court: 
notably Judges Pazelon, and 
Washington. 


Edgerton, 


To these jurists, the disorders of the mind 
are not merely an irritation, obstructing the 
even flow of criminal justice. They are phe 
nomena of fundamental concern to any sys- 
tem of criminology which lays claim to civi- 
lized standards. To them, the psychological 
disorders of persons who commit criminal 
acts raise problems of social morality which 
require careful, individualized processing ; 
and they present issues of fundamental im- 
portance relating to the disposition and treat- 
ment of the individuals concerned. 

One may guess, indeed, that these judges 
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suspect that mental disorders may figure in 
criminal] activities with vastly more frequency 
than is currently recognized by our legal pro- 
cedures ; and that they deliberately began the 
process of refashioning our legal institutions 
to take account of this hypothesis. 

It would be impossible in this paper to de- 
tail the steps that the Court has taken in a 
number of decisions announced during the 
past two years. In essence, they proceed upon 
the following principles which they sharply 
implement ; 

1. Any claim of insanity at the time the of- 
fense was committed, or of mental incompe- 
tence to participate in the trial, is entitled to 
careful, painstaking, deliberate attention by 
the trial judge and jury, if it is made in good 
faith and is not obviously frivolous. In short, 
the courts should be receptive to such claims, 
and not hostile. 

2. The rules of procedure should facilitate 
proof of insanity, and juries should not, by 
means of critical or hostile instructions, be 
discouraged from finding that the defendant 
is not guilty by reason of insanity. 

3. The standard by which insanity should 
he determined should be comprehensive. It 
should be broad enough to cover all types of 
“mental disease or defect.” It should not be 
limited to particular types of symptoms. It 
should be sufficiently general to facilitate 
complete communication between the psychi- 
atrist and the judge and jury. 

4. Persons who commit crime as a result 
of insanity should be committed to a mental 
institution for treatment, and should not be 
jailed. 

Now, the District of Columbia is a 
splendid community. It has the usual modern 
conveniences. In many ways, it is quite up 
to date. In respect of intelligence about men- 
tal disorders, it benefits by the presence of 
the staff of St. Elizabeths and the traditions 
of William Alanson White. It has the privi- 
lege of hearing the sane and enlightened voice 
of our fellow townsman, Dr. Overholser, and 
of our neighbor, Dr. Guttmacher. But the 
District is not quite Utopia. 

Accordingly, in response to the clamor 
against the Court of Appeals’ attitude toward 
criminals who claim insanity, the Commis- 
sioners of the District of Columbia directed 
the District’s Council on Law Enforcement 
to commence an inquiry to see whether legis- 


lative correction was needed of the rules 
adopted by the Court. 

The recommendations of the Council were 
ultimately enacted into law. In general, the 
effect of the recommendations was somewhat 
to redress the balance as between the defend- 
ant who claimed insanity and the prosecu- 
tion: they made it somewhat more difficult 
for the defendant to obtain a preliminary ex- 
amination as to insanity; they provided that 
the physician-patient privilege does not ap- 
ply to the insanity issue in a criminal case ; 
and they required that defendants competent 
to stand trial, who were found not guilty by 
reason of insanity at the time of the offense, 
be committed to a mental institution. The 
Court of Appeals had already suggested that 
the trial courts should commit such defend- 
ants in the exercise of their discretion. On 
the whole, however, the Council’s work did 
not substantially change the policies adopted 
by the Court of Appeals, described above. 

I think it is fair to say that when the Coun- 
cil began its work there was reason to believe 
that it would recommend that Congress abro- 
gate the Durham rule. It is, therefore, of 
considerable significance, that after its hear- 
ings and deliberations, the Council warmly 
approved the Durham test. It thereby pre- 
served the keystone, or at least the most dra- 
matic part, of the Court’s structure. The 
Council stated that while the Durham prin- 
ciple is by no means the perfect test, “it rep- 
resents a significant and desirable advance 
over the right-and-wrong and irresistible im- 
pulse tests, and is in the interests of justice.” 
Since the Council’s report, the public protest 
in the District concerning the Durham test 
has subsided, and the new rule is being ap- 
plied in criminal trials in our district court. 

It is extremely difficult, however, to ap- 
praise the effect that the Durham rule has 
had. Only one point seems reasonably clear : 
that is, that the elimination of the 
M’ Naghten rule—the right-and-wrong test— 
and the irresistible impulse doctrine, has 
opened the way to better and more fruitful 
participation by psychiatrists in criminal 
trials. 

With a few exceptions, a conspicuous re- 
sult of Durham is that the ’Naghten ques- 
tions have disappeared. Psychiatrists are now 
at liberty in the District of Columbia to 
testify fully and honestly as to the defendant’s 
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mental condition and its meaning and impli- 
cations. | am told that they welcome this 
freedom, and that they are relieved by their 
emancipation from the ancient legal rituals. 

Leyond this, the facts are not available for 
appraisal of results. It would, of course, be 
of great interest to find out whether the Dur- 
ham rule has resulted in more frequent claims 
of insanity, and whether, where the defense 
is interposed, it has resulted in a greater or 
lesser number of acquittals. Unfortunately, 
statistical data are not available for these 
purposes. 

An informal check of lawyers and judges 
in the District has disclosed only that equally 
qualified observers and participants in crimi- 
nal proceedings have precisely opposite im- 
pressions of the results: some judges and 
lawyers believe that Durham has resulted in 
more insanity defenses. Others surmise that 
it has had no such effect. Most of those inter- 
viewed thought that the rule had no effect as 
to the number or probability of acquittals on 
the grounds of insanity. A few thought that 
it made it more difficult to obtain an adjudi- 
cation of insanity. It is certainly true, how- 
ever, that the dire predictions of some critics 
of the Durham rule have not come to pass. 
There has been no jail delivery. 

One aspect of the Durham rule has led to 
much learned discussion. This is the require- 
ment that, the test for a finding of not guilty 
by reason of insanity is that the criminal 
act must have been the product of mental 
disease or insanity. Law professors, in par- 
ticular, as Dr. Guttmacher knows, have 
found in this debate the source of much in- 
nocent diversion. 

I do not know the extent to which this 
phrase, requiring some type of causative rela- 
tion between the disorder and the criminal 
act, has affected or will affect the decision of 
individual cases. I agree that the phrase is 
ambiguous. It has not been the subject of 
specific definition in the Court of Appeals. It 
seems clear from the Durham opinion that 
the Court felt that the defendant should show 
that his mental disorder was related in some 
manner or degree to his criminal act. But I 
find it difficult to believe that the Court in- 
tended, by use of this phrase, to require proof 
that the criminal act was solely, proximately 
and directly caused by the “mental disease or 
defect.” I hope that subsequent decisions will 


clarify this point. As a minimum, clarifica- 
tion should reduce the volume of semantic 
literature that the phrase has inspired, and | 
trust that it will definitely establish that the 
Court did not intend to demand the impos- 
sible or ridiculous, but merely to invite a 
showing that the defendant’s mental disorder 
was sufficiently serious and general to affect 
his behavior. 

In the absence of data, then, as to the con- 
sequences in practice of the Durham case, we 
turn to the task of evaluating its implications, 
importance, and effect. In my opinion, the 
importance of the decision cannot be judged 
by a semantic exercise. Its importance is not 
due to the merit of the new standard that it 
established for adjudicating the defense of 
insanity. Durham is not a charter of liberty 
for the insane. Rather, as I shall show, its 
importance is that it is a charter, a bill of 
rights, for psychiatry and an offer of a limited 
partnership relationship between criminal law 
and psychiatry. Indeed, the function of a rule 
of law embodying the standard by which the 
defense of insanity will be adjudicated is very 
limited. A clear understanding of this fact, 
I respectfully submit, is essential to an ap 
praisal of the importance and implications of 
the Durham case. 

First, the test of insanity that it announced 
is applicable only to the issue of the defend- 
ant’s insanity at the time he committed the 
act. The Durham test does not apply, for 
example, to determining whether the defend- 
ant’s mental condition is such that he is com- 
petent to stand trial. For this purpose the 
test is whether the defendant has capacity to 
understand the proceedings against him and 
to assist in his own defense. It does not ap- 
ply for purposes of determining whether a 
defendant who has been committed to a men 
tal hospital because he committed a crime 
while insane, may be released. Here, the 
question under District of Columbia law, is 


whether the person is likely to be a danger 
to himself or to others. 
Second, the Durham test, like its predeces- 


sors, is not a self-executing measurement. It 
it not a rule, like the principle that twelve 
apples make a dozen. If you have twelve 
apples, you are entitled to an adjudication 
that you have a dozen—at least in the absence 
of extraordinary circumstances. But the legal 
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test of insanity—like most legal principles— 
does not work in this automatic way. 

It has two basic functions. The first, and 
to my mind the most important, is to regulate 
or serve as a standard for regulating the 
type and nature of evidence which may be 
heard by the judge and jury. For example, 
the M’Naghten rule invites and in most juris- 
dictions requires testimony as to the defend- 
ant’s ability to know the difference between 
right and wrong; the Durham rule clearly 
makes this sort of testimony unnecessary. 

The second function is to serve as a defini- 
tion of insanity: a standard for measuring 
whether the evidence establishes that the de- 
fendant is insane. 

This definition has a dual function. In the 
usual case, it is stated to the jury in the 
solemn form of an instruction. They are told 
that they should evaluate the evidence against 
the yardstick which it provides. Under Dur- 
ham, for example, they are told that unless 
they find that the evidence establishes that 
the criminal act was not the product of a 
mental disease or defect, they should find 
the defendant not guilty by reason of in- 
sanity. 

In extreme cases, the definition serves as 
an instrument by which judges control the 
decisions reached by juries : that is, the judge 
will use the definition to enter a verdict for 
the defendant, regardless of the jury, if, in his 
view, the facts measured by the rule cannot 
reasonably lead to any conclusion except that 
the defendant’s act was the product of in- 
sanity. Similarly, an appellate court may set 
aside a verdict against the defendant if it con- 
cludes that the facts so clearly establish that 
the defendant's act was the product of in- 
sanity as to preclude any other result. 

It must be emphasized, however, that these 
in which a judge or appellate court 
will conclude that the evidence so clearly es- 
tablishes insanity, as defined by the rule of 
law as to preclude any other conclusion—are 
indeed rare. Usually, the jury’s decision is 
final, operating under the influence, whatever 
that may be, of the definition of insanity. 


cases 


The definition does not, of course, decide 
the case. The decision in the case is deter- 
mined by many factors. The rule or definition 
is only one of them. Indeed, the factors 
which enter into a legal decision are about as 
various, complex, and subtle as the elements 
that determine any other decision in human 


affairs. For example, the attitudes that the 
judge and jurors bring to the courtroom; 
the nature of the offense charged; the de- 
meanor of the defendant ; the persuasiveness 
of psychiatric and other witnesses; and the 
skill of counsel: all of these and many other 
factors, tangible and intangible, play a part. 

This phenomenon is inevitable, for after 
all, the decision as to sanity or insanity is 
made by people, not by computer-machines. 
Usually, it is made by a jury of 12 ordinary 
people. Ordinary people, like extraordinary 
people, decide questions on a complex and 
not a simple basis. Definitions, standards, 
rules of law may influence them, but they are 
not controlling. 

This is true even when the issue is decided 
by a judge and not by a jury. Judges, too, 
are people. They are subject, like other 
people, to a complex of factors that affect 
their decision-making. Standards or rules of 
law may influence them to a greater extent 
than other people ; but the rules are not the 
only ingredient of their conclusions. 

In short, the Durham rule of law for de- 
termining insanity, or any rule, has a limited 
office. It is merely a standard constituting 
one factor in an elaborate process in which 
many elements operate to influence or de- 
termine the result. Changes in standards do 
not necessarily mean that different results 
will be achieved in the decision of individual 
cases, 

The Court of Appeals in Durham was un- 
der no illusion as to the nature of the job 
that it was doing. It did not project the new 
rule as an automatic mechanism which would 
determine whether defendants should or 
should not be held criminally responsible or 
adjudged insane. It realized that this func- 
tion was to be performed by a jury. It clearly 
appreciated that while the jury would pre- 
sumably be influenced by the instructions it 
would receive as to the rule of law, its de- 
cision would be determined by its general 
appraisal of the total situation. In making 
this appraisal—in determining the ultimate 
fact of insanity—the Court said, “The jury 
would perform its traditional function which 

is to apply ‘our inherited ideas of moral 
responsibility to individuals prosecuted for 
crime.’ ” 

The jury, then, remains the arbiter. The 
controlling consideration remains, as_ the 
Court put it, a “moral judgment” as to 
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whether the defendant should be held crimi- 
nally responsible for his act. Durham does 
not provide a mechanical sorting device. It 
does not provide a new self-contained ma- 
chine for differentiating the sane and the in- 
sane—and for directing the sane to jail 
and the insane to the mental hospital. 

The Durham case, then, does not disturb— 
it does not really touch—the basic ideology 
or philosophy of the law on the subject. It 
reaffirms the “fundamental precept,” as the 
Court put it, that “Our collective conscience 
does not allow punishment where it cannot 
impose blame.”” Under M’Naghten and its 
predecessors, if a man did not know the 
nature and quality of his act, if he did not 
know that it was wrong, he should not be 
“blamed”: punishment should not be im- 
posed. Under Durham, if he suffered from a 
mental disease or defect which produced the 
criminal act, he should not be “blamed”: 
punishment should not be imposed. 

If this is so, what, then, is the basic sig- 
nificance of the Durham case? It is, I suggest, 
that the law has recognized modern psychia- 
try. It has taken notice of and acted upon the 
discoveries of psychiatry as to the enormous 
range, complexity, and variety of mental dis- 
orders and their profound effect upon be- 
havior. It has repudiated, as too narrow and 
confined, a rule which in reality has no rela- 
tion to the body of information, experience 
and techniques called psychiatry. This prin- 
ciple—the M’ Naghten rule—that punishment 
should not be imposed upon one who as a re- 
sult of mental disorder did not know he was 
doing wrong—is laudable, but it is not psy- 
chiatry. Under M’Naghten, psychiatry, so 
to speak, has made its way by stealth. It has 
been grudgingly admitted, for a price. The 
price was that it had to wear the garb of a 
restricted, ethical concept to which it had du- 
bious claim and uncertain qualifications. 

Under Durham this is changed: clearly, 
emphatically, cleanly and unmistakably. Psy- 
chiatry is given a card of admission on its 
own merits, and because of its own compe- 
tence to aid in classifying those who should 
be held criminally responsible and those who 
should be treated as psychologically or emo- 
tionally disordered, It is not admitted to the 
courtroom merely as a handmaid of ethics, 
serving on the pretext that it can provide ex- 
pert opinion as to whether the defendant 
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knew the nature and quality of his act and 
whether it was right or wrong. 

As the Court in Durham said, the psychia- 
trist will now be permitted to carry out his 
function which “is to inform the jury of the 
character of the accused’s mental disease or 
defect.” The law which previously, at best, 
had bootlegged psychiatric testimony of this 
general character, under Durham invites it to 
play a full part. 

Under Durham, psychiatrists are not con- 
fronted with the necessity of choosing be- 
tween conscience and justice. They are not 
faced with the unpalatable choice of pre- 
varicating by testifying that an extreme para- 
noid did not know the difference between 
right and wrong—in which case he would 
probably be found insane—or of confessing 
that the defendant did know the difference, 
in which event he might be adjudged sane. 
They are at liberty to testify fully and hon 
estly as to the defendant's mental condition 
and its meaning and implications. 

This, I believe, is the clear and positive 
contribution that the urham case has made 
to the difficult field of insanity in the ad 
ministration of the criminal law. | hope that 
the effect of this change will not be limited 
to the scope of individual cases. I hope that 
it will open the door to more fruitful collabo 
ration generally between psychiatrists and 
the legal profession on the vast problems of 
criminology, including the questions of dis- 
position and handling of those who commit 
crimes, whether or not they are classified as 
“insane.” I also hope that as the Durham ap- 
proach is extended to other jurisdictions, 
more psychiatrists, freed of the anxieties 
and restraints attendant upon the ancient for- 
mula of the law, will dedicate themselves to 
this field. 

There is, of course, much to be done. Apart 
from the vexatious questions of the disposi- 
tion and treatment of individuals who have 
engaged in antisocial conduct, there are 
fundamental questions of theory and phi- 
losophy that urgently require re-examination, 
Let me suggest one of these questions, Our 
present legal machinery is designed in terms 
of absolutes: the “sane” are sent to jail ; the 
“insane” are sent to hospitals. This, of 
course, is a logical consequence of the law’s 
major premise: that sane persons may be 
blamed for their acts, and therefore, they 
should be sent to jail—either on the theory 
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that jail is deserved punishment for such per- 
sons, or that jail is a deterrent to them and to 
others, “Insane” persons, on the other hand, 
cannot be blamed. Therefore, they should be 
sent to hospitals or, in some jurisdictions, al- 
lowed to go free. 

Now, | suggest that this is a theory that 
deserves vigorous examination. It draws a 
sharp line between the sane and the insane. 
[ assume that there are those who are clearly 
insane by any definition ; and | am willing to 
concede that there may be those who are sane. 
ut I suggest that the socially important 
group, because of their numbers and poten- 
tial responsiveness to treatment, are much 
closer to the line. The law, however, does 
not recognize these shadings. It requires 
black and white classifications. 

Now, I do not wish, by what. I have 
said, to appear to be denying the importance 
or validity of the theory of blame, or the 
moral basis of the distinction between the 
sane and the insane. I suggest, however, that 
this moral distinction need not be observed by 
a differentiation in the form of verdict or 
sentence, Differentiation may also be possible 
in the treatment and custody of those who 
have broken society’s commands. If this dif- 
ferentiation is adapted to the needs and the 
type and degrees of responsibility or irre- 
sponsibility, it seems to me that the moral 
requirements of society may be satisfied, At 
the same time, it is possible that more effec- 
tive disposition and treatment of individuals 
might follow, with considerable benefit to 
society. 

This line of reasoning has been reflected 
in the proposition that the judicial process 
be confined to the determination of the bare 
fact as to whether the accused committed the 
criminal act. If this suggestion were adopted, 
each defendant would be remitted to facilities 
in which the treatment would fit not merely 
the crime but also the individual. He would 
be assigned to facilities in which vocational 
training, psychiatric treatment, mere confine- 
ment, or perhaps even disciplinary confine- 
ment would be available. Criminal adminis- 
tration, in other words, would focus upon 
therapy or training where it was judged that 
these might be helpful ; or upon mere confine- 
ment or disciplinary confinement where it 
was determined that these might either be 
helpful to the individuals or desirable for the 
protection of society. Proposals of this sort 
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have been made, as you know, by White, 
Glueck, and others. 

It has been urged that this and similar pro- 
posals for basic changes are impossible or 
unwise because they do not adequately take 
account of society’s necessity that the criminal 
should be punished. This argument takes 
complex forms which are familiar to you: 
that the criminal trial ending in a sentence 
that the defendant be punished is a necessary 
ally of the superego of other citizens in their 
constant fight to behave themselves (I think 
you say, in their struggle against their in- 
stinctual drives) ; that it represents society’s 
projection of its own guilt, and is a form of 
expiation or atonement: or that the criminal 
trial, ending in punishment, relieves the fears 
and anxieties of other citizens. 

Too often, however, this type of rationali- 
zation or observation of institutions is un- 
justifiably translated into an argument against 
change. It is possible to “understand” in- 
stitutions so thoroughly that any proposal to 
change them seems impossible or automati- 
cally wrong. 

Changes, however, have taken place in our 
criminal system—changes of a fundamental 
nature, In a number of jurisdictions, the 
death penalty has been abolished without de- 
structive consequences. Indeterminate sen- 
tences are widely used. Parole machinery 
operates successfully. All of these are evi- 
dence that change is possible in the disposi- 
tion of law violators without adverse socio- 
logical consequences. 

The proposal that I have described may or 
may not indicate a better method of dealing 
with those who engage in anti-social conduct, 
whether because of insanity or intoxication 
or narcotics or environment or avarice or 
just plain cussedness. But whatever may be 
the best approach, I am confident that psy- 
chiatry and psychiatrists have unique quali- 
fications for fruitful contribution to progress. 

I believe that the Durham case has opened 
the door and has facilitated the full utiliza- 
tion of the techniques, knowledge, and ex- 
perience of psychiatry in the process of the 
criminal law. Its importance, I suggest, is 
in this direction: it is not because it makes 
some progress in the semantics of the law, 
but because it opens the door to a meaningful 
communication and a fruitful partnership be- 
tween psychiatry and the law in the theory 
and practice of criminal administration. 
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MEDICOLEGAL ASPECTS OF TRANSVESTISM ' 


KARL M. BOWMAN, ano BERNICE ENGLE, M. 


The first scientific discussion of the im- 
pulse to dress in clothing of the opposite sex, 
with the erotic desire to simulate that sex, 
was made by Krafft-Ebing. The term trans- 
vestism was first used by Hirschfeld ; eonism, 
coined by Havelock Ellis in analogy with 
sadism and masochism, is sometimes used 
in European literature, and cross dressing is 
another term. 

This sexual deviation has been little dis- 
cussed in the psychiatric literature and no 
thorough investigations have been carried 
out. A very few reports describe the surgi- 
cal transformation that is demanded by cer- 
tain male transvestites and has been carried 
out in several cases, notably the case reported 
by Hamburger and colleagues in Copen- 
hagen(8). The term transsexualism has 
been applied to the person who hates his own 
sex organs and craves sexual metamorphosis. 

Transvestism in the broad sense may cover 
a wide range of cross dressing and sexual 
behavior and feelings. At one extreme, the 
individual may occasionally like to dress up 
in clothes of the opposite sex, but without 
overt deviant sexual behavior. At the other 
extreme, he dresses and lives his whole life 
insofar as possible as a member of the op- 
posite sex. At this extreme, too, impulses 
vary. One person may consider life useless 
without sexual transformation while another 
contents himself with fantasied changes. 

Culture usually permits a degree of trans- 
vestism that has no pathologic aspects. For 
example, in our country, the wearing of 
jeans, overalls, slacks, shirts, and other male 
attire is a matter of convenience and custom 
to girls and women at various times and 
places. Similarly, men’s styles in certain eras 
copy the silks, ruffles, elaborate hair dress 
and jewelry used by women in other eras. 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

* Medical superintendent, The Langley Porter 
Clinic, and professor of psychiatry, University of 
California School of Medicine, San Francisco, Calif. 

’ Research associate, California Department of 
Mental Hygiene, San Francisco, Calif. 


San Francisco, 


Incidence. — Theoretically, transvestism 
should occur to about the same extent in 
both sexes. In fact, almost all reported cases 
are men. Hirschfeld(g) found that about 
60 German men in World War I requested 
special certification for transvestism, as a 
basis for nonrecruitment. Some female trans- 
vestites got into the European armies, the 
fewest into German armies because of the 
complete physical examination. 

The Kinsey(11) studies estimate about 
100 male transvestites for every 2 to 6 fe- 
males ; and only a small portion of male trans- 
vestites are overtly homosexual. Karp- 
man(10) reports that the majority of men 
in the appropriate age groups are married 
and have children. In the few reported cases 
of women the deviation seems to have much 
less intense interest, perhaps because women 
in our society can acceptably express minor 
desires. But, in Kubie’s(12) clinical ob- 
servations, the desire at conscious and un- 
conscious levels to be both sexes appears 
alike and as strongly in women as in men, 
and thus points to a widespread existence of 
latent and unconscious transvestite tend- 
encies. 

Differentiation.—It is agreed that trans- 
vestism in all its aspects is interwoven with 
other sexual deviations, especially homo- 
sexuality, fetishism, exhibitionism, and mas 
turbation. At times it is hard to say which 
phase dominates the psychosexual picture, 
but when cross dressing itself provides the 
main sexual satisfaction, the deviation may 
be called true transvestism 

Scope of Problem.—It is clear that trans 
vestism may cause the individual much suf 
fering. Sometimes the transvestite’s spouse, 
unwilling to humor his impulses, seeks a di 
vorce; sometimes the deviation interferes 
with a parent’s relation to his children. In ex 
treme cases the transvestite may mutilate 
himself or threaten suicide if he cannot at- 
tain his wish for transformation. The devi- 
ation is hard for people to understand, and 
some transvestites find themselves cut off 
from family and friends. 
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Legal Aspects, Historical Background.— 
The earliest sections of the Judaic code of 
sex morality prohibit wearing the attire of 
the opposite sex : 

A woman shall not wear that which pertaineth to 
a man, neither shall a man put on a woman’s gar- 


ment; for all that do so are an abomination unto 
the Lord thy God (Deut. 22, 5). 


Ipstein(6) names 3 interpretations for this 
injunction: first, against the practice of any 
form of homosexuality, which may often be 
associated with cross dressing; second, 
against sex disguise as a method of warfare ; 
e.g., for men in battle to use disguise in order 
to appear as women “is sneaky and cowardly, 
and degrading to the male form intended 
for strength and bravery” ; third, against the 
heathen practice in which masquerading in 
garments of the opposite sex “was required 
in the ritual of worship and in the or- 
gies .. .” and was therefore condemned not 
only on the basis of sexual immorality but 
even more on the basis of idolatry. Maimon- 
ides in his code placed the law not under 
sexual morality but in the section on idolatry. 

Epstein states that the halakah, or tradi- 
tional, unwritten law, accepts these 3 inter- 
pretations but bases the law essentially on 
the need for demarcations between the sexes. 
Otherwise “the door is opened for unnatural 
lusts, for illicit relations between the sexes, 
for lascivious imaginations, and for like im- 
moralities.” This prohibition extends not 
only to complete disguise, but to even minor 
changes of the dress of one sex for the 
other’s. For example, women are prohibited 
from bearing arms in battle or even donning 
any piece of war equipment. The turban or 
cap, worn by men, is proscribed to women. 
Men have short hair, and so it is illegal for 
a woman to clip her hair short. Similarly, 
men may not use cosmetics nor wear gay 
colored garments, jewelry, or ornaments, 
such as women usually wear. They may not 
shave the hair on hidden parts of their 
bodies, usually a female practice, nor dye 
grey hairs or even pull them out so that only 
black remain—a vanity of women, They are 
forbidden to look in a mirror, except for 
shaving, and then only to avoid cutting them- 
selves. (A post-talmudic authority is said to 
have covered his face, leaving an opening 


for his eye, when he had to apply medicine 
to an inflamed eye.) 

The penaity, as for most biblical laws, was 
flagellation, but according to Epstein this law 
had more flexibility than did the others, and 
changed when the style of apparel for men 
and women changed. It also took into ac- 
count the motive for violation. For example, 
twelfth century Jewish women on a journey 
who feared attack from gentiles and dis- 
guised themselves as men were exempted. 
Men in medieval Jewish communities mas- 
queraded as women at the feast of Purim; 
and leading scholars sanctioned the practice 
of cross dressing by both sexes at wedding 
feast celebrations, “since the motive was 
entirely innocent.” 

Transvestism was a major charge against 
Joan of Arc in her trial by the Catholic 
Church in 1431 at Rouen and her execution. 
She was accused of breaking both scriptural 
and secular law by her male attire. Guarded 
day and night, not by women in the ecclesi- 
astic prison, but in a common dungeon by 5 
Ienglish soldiers, she insisted that she needed 
her male dress and armor for bodily protec- 
tion. Her later submission to donning fe- 
male dress was quickly followed by resump- 
tion of male attire. This “relapse” is said 
to have precipitated the judges’ verdict ; she 
was pronounced a heretic and handed over 
to civil justice. 

Sherwin(14) explains the origin of the 
mayhem statute, which is generally made to 
cover surgical sexual transformations. It 
was once a means of protecting the king's 
army ; to cut off any part of the soldier’s body 
needed for fighting was declared a severe 
crime. There is clear indication in Sherwin’s 
opinion, however, that such parts as an ear 
or a penis were not “limbs needed in the act 
of defending one’s king” and thus not within 
the statute. 

Present Laws.—The transvestite’s legal 
situation is anomalous. According to Sher- 
win(15), no state or federal law specifically 
forbids transvestism or surgical transforma- 
tion, Certain laws prohibit wearing attire of 
the opposite sex for purposes of fraud or 
with intent to deceive. One may use his dis- 
guise to gain another’s confidence and obtain 
money or commit a crime. 

Sut public opinion also decries masquerad- 
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ing, except in play, and almost all states 
make laws on disorderly conduct or dis- 
turbance of the peace cover transvestite acts 
considered offensive to public opinion. These 
laws are mostly used to penalize male but 
not female transvestites, partly because a de- 
gree of female transvestism is common and 
socially acceptable, and partly because there 
is not the same intent to deceive. Drum- 
mond(5) cites the reversal of a California 
municipal court conviction of 2 women for 
transvestism. The appellate court decision 
held it would be unreasonable to require a 
police-commission permit from the many 
women who daily wear slacks in public. 

In certain instances women are required 
to wear male attire. At one time women toll 
collectors on the San Francisco Bay Bridge 
were required to wear the same uniform as 
men. Nurses in the armed forces are at 
times required to wear trousers. Some bus 
and tram drivers and police women are re- 
quired to do so, 

Recently a European woman physician 
had herself legally declared a man, and a few 
weeks later married her former female house- 
keeper. According to a press release (Time, 
9-22-52) she stated: “I have been a man 
biologically and socially for several months, 
leading a bachelor’s life and discarding the 
last remnants of the tedious upbringing of 
a girl.”’ Inheritance of a title in the male line 
was given as one reason for the change; 
other aspects may include transvestism, but 
probably desires for a homosexual union 
were the paramount cause. 


Legally transvestism is considered a nui- 
sance and is less often associated with other 
types of deviation that make the individual 


a serious menace. The occasional trans- 
vestite, more often the fetishist, may steal 
or even murder, to obtain a desired garment, 
with the accompanying sexual thrill. Male 
transvestites may be well known to police 
but usually are not arrested except for an- 
other offense. Police in a large western city 
report a few arrests for nuisance offenses. 
In one case a man dressed in female attire 
and heavily made up, with a wig, came out 
each morning and exposed his genitals to 
women going to work. In another 
neighbors complained that a man would 
dress up and come out on his front porch 
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for daily periods. In both cases a warning 
was sufficient to stop the act. Our records 
contain only one case of murder in which 
transvestism was a part of the prisoner's 
psychopathology. 

At times European countries have issued 
permits to transvestites. According to 
Hirschfeld(g), German police accepted 
medical certification that transvestism was 
essential to the person’s mental health, if he 
conducted himself without public disturb- 
ance. Hamburger and co-workers, reporting 
that 2 British male patients are legally regis- 
tered as women, consider that such registra- 
tion involves no social inconvenience and yet 
allows the person to pass as one of the op- 
posite sex. Three Swiss male transvestites 
are said to be legally registered to pass as 
women. 

According to Sherwin(15), a surgical 
operation to remove the male patient’s ex- 
ternal genital organs and to simulate as 
nearly as possible the female structure, has 
been performed twice in the United States 
without prior legal consultation. Although 
no laws expressly forbid such an operation, 
it has generally been held that the physician 
could be prosecuted under the mayhem stat- 
ute. This statute was orginally intended to 
protect the soldier’s bodily parts needed in 
fighting, as explained above. Sherwin con- 
siders that for lack of an appropriate mod- 
ern law, the mayhem statute “has been ex- 
tended to include any willful disfigurings of 
the body.” 

Cultural Background.—Allen(1) terms 
cross dressing “a deepseated abnormal im- 
pulse of great antiquity.” It has appeared in 
almost every culture or society. 

In their cross-cultural survey Ford and 
consider transvestism under homo- 
sexuality, although noting the presence of 
bisexual or heterosexual behavior. In the 49 
modern preliterate societies with available 
information regarding homosexual activity, 
male homosexuality was much more common 
than was female. In the commonest form of 
institutionalized homosexuality, the berdache 
or shaman dresses as a woman, performs fe- 
male tasks, and imitates the female in his 
sexual behavior with males. Less often a 
woman adopts a similar role. 

In many of the above societies transvest- 
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ism becomes the socially approved refuge 
for impotence or other inability to fill the 
male role. The berdaches become so pro- 
ficient as to excel women at their own jobs. 
They may even simulate menstruation and 
fake pregnancy and childbirth, as in the 
Alyha tribe. Sometimes the elders attempt 
to predict aptitudes by picking for shamans 
boys who show early feminine tendencies. 
Some shamans do not assume a wholly fe- 
male role; in certain Siberian tribes the chief 
will have both a wife to bear children and a 
shaman, who in turn has a wife and children. 
In these societies the majority of shamans 
do not have overt homosexual! relations. 
Often the male transvestite seems to obtain 
some of his magic power by his histrionic 
ability to act female parts. 

Mammalian Background.—Animals, par- 
ticularly chimpanzees, have been observed to 
adorn themselves at times, and occasionally 
the play seems to be related to the sexual 
stimulation of a partner. Not enough in- 
stances nor enough details have been re- 
ported to allow comparisons to be drawn at 
this time between the behavior of these ani- 
mals and that of transvestism in humans. 

Organic Background.—The recent litera- 
ture regarding sex differentiation, intersexu- 
ality and pathologic sexual development pro- 
vides almost no clues to possible organic 
components in transvestism. Nor have any 
detailed life histories of hermaphrodites or 
of transvestites been made, in which ana- 
tomic, physiologic, or psychologic factors 
could be compared in various ways. Yet 
many psychiatrists see an organic basis in 
psychopathology, and Freud always insisted 
on the biologic nature of the unconscious. 
Benjamin(3) believes that neither organic 
nor psychologic causation furnishes the ex- 
clusive key to transvestism, 

Genetic Sex.—As yet, studies on true 
hermaphroditism and pseudohermaphrodit- 
ism have thrown no light on a possible or- 
ganic basis for transvestism. In the majority 
of reported cases the subject usually took the 
sex role in which he had been reared. A 
skin biopsy test of chromosomal sex, de- 
veloped recently by Moore(13) and co- 
workers, demonstrated in the nuclei of fe- 
male skin specimens a mass of sex chromatin 
rarely seen in male nuclei. This test prom- 


ises to help differentiate diagnostically the 
main type of hermaphroditism. Hamburger 
and co-workers in the so called Christine 
case suggested that the true male trans- 
vestite may be an intersex of very high de- 
gree and thus bear the female sex chro- 
mosome complex. The skin biopsy test, 
applied to 5 cases of genuine male transvest- 
ism, however, showed a typical male mor- 
phology of the skin nuclei, thus refuting the 
idea of an intersex. Bernstein(4) from her 
statistical studies of 2,500 children in upper- 
class families also claims that her findings 
indicate a subtle intersex, a gradation from 
very strong to very weak human sex types. 
All these findings, if borne out by large-scale 
studies, point to a tremendous range of sex 
types, and may eventually include some or- 
ganic base for transvestism. 

Psychologic Theories.—The sexual devia- 
tion, for example transvestism, has been ex- 
plained as a defect of ego formation. The 
sexual deviation persists as a form of early 
sexual attraction, while the rest of the ego 
adjusts itself fairly well to reality factors. 
Other theories stress transvestism as one of 
the many cures for castration anxiety. Wor- 
den and Marsh’s(16) preliminary study of 
5 male transvestites who sought sex trans- 
formation showed transvestism as an escape 
from conflicts over unacceptable sexual im- 
pulses. Kinsey sees psychologic condition- 
ing, with an erotic attachment to the op- 
posite sex, at the base of transvestism. We 
feel that a person’s body image may be one 
source of transvestism. Following Schilder, 
we suggest that the individual may incor- 
porate into his body image some body parts 
of the opposite sex, and thus identifying him- 
self, try to play the other’s role. 

The true causes of transvestism have not 
been explained. A good many transvestites 
appear to have little sexual desire, as illus- 
trated in the case histories, and the whole 
force of the sexual impulse seems to con- 
centrate on cross dressing. 

Case Ilistories—About 50 cases have 
been reported in the literature, perhaps a 
fourth of them in some detail. Almost all 
cases are those of men. A number of these 
individuals desired surgical transformation, 
which was carried out in a case reported 
from Denmark by Hamburger and _ co- 
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workers. They regard surgery as the best 
solution in true transvestism because cure is 
at present unavailable, and the transforma- 
tion allows the patient to keep his mental 
balance and purpose in life. Other writers 
attack this solution as unrealistic, because 
genetic sex cannot be changed thereby. It is 
generally agreed that all types of psycho- 
therapy are a failure. 

In the past 15 years The Langley Porter 
Clinic has seen fewer than a dozen cases of 
transvestism. The following illustrative 
cases are given briefly. 


CASES I AND 2.—A former married couple, both 
transvestite patients, still live together in their 
reversed roles, though now legally divorced. Physi- 
cal examination in both cases showed normal geni- 
talia. The husband obtained from the court a certi- 
fication of change of sex and name. Two physicians, 
one an endocrinologist, testified to an abnormally 
large assay of female sex hormones. He took a 
woman’s name, and the marriage was dissolved. 
He was refused his request of castration and pe- 
notomy ; he tried to reduce his growth of beard by 
using a hormonal ointment. He stayed at home and 
kept house. His wife took a man’s name, dressed 
as a man, and worked outside the home as a man. 
She had for some time taken testosterone and felt 
that a lump in her groin was a testicle. Some time 
later she obtained a partial mastectomy, to aid her 
masculine appearance, and was put on small doses 
of testosterone, which helped her sense of well 
being, without particular sexual stimulation. The 
woman did not apply for legal change of sex and 
name, The two said they had sexual relations about 
twice weekly. The woman took the usual male 
position and pressed her prominent clitoris against 
the male partner. Both claimed they had satisfac- 
tory orgasms. 

Case 3.—A man of 23 had been a transvestite 
since age 3. At about age 20 he became obsessed 
with the wish for surgical removal of his genitalia 
and plastic construction of a vagina. This surgery 
was recommended at a midwestern hospital, but no 
surgeon could be found to perform the operation, 
because of the fear of legal restrictions. The patient 
was then referred to our clinic for psychiatric evalu- 
ation. His physique and genitalia were within 
normal range for a male. His mannerisms and char- 
acteristics seemed to be very feminine. He craved 
the surgical transformation as enabling him to be- 
come a married woman with children and a fine 
home, though he admitted that he could not actually 
become a woman, nor did he seem to want children. 
The patient had paranoid trends, with poor defenses, 
and the danger of psychosis was recognized. Sur- 
gery was refused on the basis that it was no real 
solution. It was also stated that although no Cali- 
fornia law prevents such an operation, no surgeon 
would perform the operation, even if it were ad- 
vised by other physicians. A year’s hospitalization, 


with psychotherapy, was recommended, with the 
hope that the patient could make a better adapta- 
tion. He refused hospitalization but did come for 
about 30 outpatient psychotherapeutic interviews ; 
he stopped after 4 months and was said to have 
gone to Chicago to obtain surgery. 

Case 4.—In one case penotomy was performed. 
A man of 43, twice married, was referred because 
of a request for penotomy; a few months previ- 
ously he had anesthetized and castrated himself. 
Although tall and ungainly, he worked as a female 
practical nurse; he stated that he felt his penis to 
be inconvenient, with his female dress, and most 
distasteful. He had been impotent in both marriages 
and spoke of homosexual wishes. He threatened 
further self-mutilation if penotomy was refused. 
Because the patient had no testicles, was wholly 
impotent and did not ask for a plastic vagina it 
was decided reluctantly to accept the patient's legal 
right to request amputation of the penis. It was 
feared that the patient might again try self-emascula- 
tion and harm himself more seriously. Two years 
after penotomy the patient seemed more comfortable 
and was making a fair adjustment. 

Recently a colleague brought to our attention the 
case of a man, aged 25, who was convicted of stab 
bing a housemaid with a hunting knife one dark 
night. In his confession he admitted accosting her 
as she entered her employer's back yard; he had 
stabbed her in a panic when she screamed. He had 
been seen to dress as a woman and upon his arrest 
many articles of female dress were found in his 
room. Psychiatric examination indicated that the 
prisoner felt compelled to perform certain sexual 
acts that he felt were wrong, and the transvestism, 
with fetishistic components, represented a protection 
from these desires. 


CONCLUSIONS 


The causes and character of transvestism 
are not well understood. Hereditary and 
constitutional factors appear in the back- 
ground of some transvestites, and there is 
some indication that intersex of a subtle de- 
gree may be involved. According to psycho- 
logic explanations, transvestism is the result 
of intense castration fears, as are homosexu- 
ality, exhibitionism, and fetishism. 

All agree that treatment of transvestism 
at present is difficult and prolonged, and re- 
sults are most unsatisfactory. Most patients 
do not wish psychotherapy. Surgical trans- 
formation is also rejected because it plays 
into the patient's illusions and does not really 
solve the problem. In most states it is con 
sidered that mayhem statutes can be made 
to prohibit the use of surgical transformation. 

The degree of desired change varies from 
case to case. Some male transvestites desire 


1957] |_| 
* 
& 
= 
4 
+) 
3 
4 
- 


588 


MEDICOLEGAL ASPECTS OF TRANSVESTISM 


[ Jan. 


breast enlargement and perhaps castration ; a 
few insist on both castration and penotomy, 
with the construction of a urethra; a very few 
may request a plastic vagina. So far, no 
one has been reported to request the im- 
plantation of ovaries, fallopian tubes and 
uterus, although a female patient is said to 
have arranged for the implantation of tes- 
ticles. Male parthenogenesis does not yet 
seem to be within the realm of possibility. 

Female transvestism may be more fre- 
quent than is indicated by the number of 
reports in the literature. 

It is possible that eventually castration by 
hormonal medication may bring about great 
changes in sexually deviant individuals such 
as transvestites and partially solve this 
problem. Administration of hormones, as a 
medication, does not run into the same legal 
bars as does surgery. It should be noted, 
however, that hormonal castration consti- 
tutes a medical decision and intervention, 
with quite as definite sequelae as in other 
medical treatments; for example prolonged 
hormonal medication raises the question of 
the danger of cancer. 


The treatment of choice is probably inten- 
sive, prolonged psychotherapy in suitable 
cases, in order to relieve tension and bring 
about a better adjustment; techniques may 
be found to make the patient more accessible 
to psychotherapy. So far, there are no re- 
ported successfully treated cases. Until more 


appropriate and successful therapies are 
found, present methods of treatment will 
continue in use. 
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A COMPARATIVE STUDY OF VARIOUS ATARACTIC DRUGS 
PAUL E. FELDMAN, M.D.," Topeka, Kans. 


Current literature seems to be divided into 
those articles that aver that the new tran- 
quilizing drugs are of value in the treatment 
of psychiatric disorders and those that assert 
that the present claims are unjustified and 
unfounded. 

Kline, Hoch, Winkelman, Goldman, Kin- 
ross-Wright, Ayd, and many others have 
written extensively about the value of ata- 
raxics, all of them finding these drugs to be 
of considerable value in the treatment of 
psychiatric disorders; the precise degree of 
“success” shows variation with perhaps one 
reporter enjoying greater success with one 
drug than with another. 

The other aspect of the controversy is well 
represented by the experiences of Sabshin 
and Ramot(1) who conclude that the drugs 
are of little value. Certainly, if the attitude 
reflected in their paper were present in the 
authors during the trial period, it might ac- 
count for their failure with the drugs. I re- 
ported a similar phenomenon in “hostile” in- 
vestigators(2). Some writers have implied 
that the drugs are of value only when the 
total treatment program was inadequate or 
nonexistent. Sabshin and Ramot imply that 
enthusiastic reports “emanated, primarily, 
from institutions with the greatest need for 
immediate results.” 

Bross(3) has pointed out, “the ‘missing’ 
of advantageous new treatments may be just 
as serious in medical experimentation as the 
error of claiming non-existent advantages for 
a treatment.” 

The great mass of evidence to date sup- 
ports the contention that the ataractics are of 
some value. This, however, leaves little room 
for complacency until such a time as the 
efficacy, specificity, and mode of operation 
of these drugs are clarified. 

This study may have value over and above 
comparative studies of drugs that compile the 
results of separate investigators who have 
worked in dissimilar settings, inasmuch as 
a number of uncontrolled variables are elimi- 


1 Director of Research and Education, Topeka 
State Hospital, Topeka, Kans. 


nated by using the same clinical observers 
and similar patients. Also, the unique size of 
our staff permitted the use of large numbers 
of patients without encumbering any one 
physician with the burden and shortcomings 
of studying drug responses in large numbers 
of cases. 

Our study extending over 2 years has 
involved 1,450 drug trials on 1,238 patients. 
No trials have been included in which medi- 
cation was administered for less than two 
months. Table 1 indicates the size of the 
study and the number of staff men who con- 
tributed their time and effort in evaluation of 
these patients. All reports were rendered by 
staff psychiatrists or residents in training in 
psychiatry, and though these physicians may 
have utilized information received from other 
disciplines in their evaluations, their final 
conclusions were, for the most part, based 
upon their own individual observations. 

Each contributing physician studied ap- 
proximately 10 patients on any one drug. 
The limited individual case-load permitted 
them to know their patients most thoroughly 
and they were in an excellent position to de- 
tect any changes. The use of large numbers 
of observers was intentional in order to ob- 
tain a more sober perspective of the value 
of these drugs and to avoid a biased report. 


TABLE 1 


Number of Number of 
patients in staff members 
Drug participating 
Thorazine 49 
Pacatal 15 
Frenquel 10 
Thorazine combined 
with reserpine ....... 34 
Serpasil 4! 35 


MetTHop 
CRITERIA 


The method of evaluation and the criteria 
for evaluation are covered in a previous re- 
port(4). The method consists essentially of 
the clinical rating of 24 aspects of behavior 
on a 4-point scale and the conversion of these 
ratings into an over-all rating utilizing a 
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TABLE 2 


ComParaBiLity or Test Grours UPON THE Basis 
or CHronicity or ILLNESS 


Percentage of patients 


Duration of 
illness 
(Years) 


Thorazine com 
bined with 
reserpine 


3.6 
3.6 


14.3 
21.4 
57.1 
78.5 
92.8 


6-point scale. For purposes of this compara- 
tive study, ratings of “moderate,” “moderate 
to marked,” and “marked” improvement 
were considered significant positive changes. 
Ratings of “no improvement,” “slight,” and 
“slight to moderate” improvement were con- 
sidered negative results. The inclusion of 
“slight to moderate” improvement under sig- 
nificant change would have made our results 
appear more startling but would not alter our 
general conclusions. 


CLINICAL MATERIAL 


Table 2 indicates the extent of chronicity 
of illness of the patient groups. Upon the 
basis of duration of illness as the prognostic 
factor, the Thorazine group appears in the 
best light and the Pacatal group in the 
poorest, but, even in the former, 89.6% of the 
patients had been mentally ill in excess of 2 
years. 

Table 3 indicates a close correlation in the 


diagnostic composition of the groups, other 
than for the Frenquel group in which the 
schizophrenic segment was greater. Upon 


the whole, based upon diagnostic categories, 
no group would appear to have a significant 
prognostic advantage over any other. 


DRUGS 


Five varieties of medication were studied 
during this evaluation : Thorazine (chlorpro- 
mazine HCl), Pacatal (N-methylpiperidyl- 
3-methylphenothiazine), Frenquel (alpha-4- 
piperidyl diphenyl carbinol HCl), Serpasil 
(reserpine), (Chlorpromazine HCl (100 
mg.)—reserpine (1 mg.) /tablet).? 

Medications were provided in both tablet 
and ampule form and all routes of administra- 
tion were utilized with the preponderance of 
patients receiving oral medication. When a 
quick response was desired, the intramuscular 
route was employed. 


RESULTS 
IMPROVEMENT 


Table 4 indicates the relative effectiveness 
of the various drugs tested. Results ranged 
from 10% effectiveness of Serpasil in the 
treatment of chronic brain syndromes to 75% 
effectiveness of Thorazine in the treatment of 
involutional psychotic reactions. 

Table 5 indicates the changes in the various 
evaluative criteria upon which the over-all 
evaluation was based. None of the drugs con- 


2Thorazine provided through the courtesy of 
Smith, Kline & French; Pacatal by Warner-Chil- 
cott Laboratories; Frenquel by Wm. S. Merrell 
Co.; and Serpasil by CIBA. 


TABLE 3 


CoMPARABILITY oF Test Groups UPON THE Basis oF SrmiLarity or DraGnostic CoMPosITION 


Percentage of patients 


Diagnostic category Thorazine 
Schizophrenia 
Chr. brain syndromes 
Mental deficiency 
Manic-depressive reaction 
Involutional reaction 
Psychoneurotic reaction 
Psychopathic personality 
Children * . 
® Behavior disorders and childhood schizophrenia. 


Thorazine com- 
bined with 
reserpine 


77-5 
9.0 
45 
45 
2.5 
2.0 


Frenquel 
92.9 
7.1 


Serpasil 
80.5 
8.1 
2.4 
5-7 
08 
08 


— 
5 
1 Over 10 ......... 48.2 741 974 
4 
Pacatal 
70.9 
14.5 
3.6 
3.6 
7.3 -- 
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TABLE 4 


IMPROVEMENT BY DraGNosTic CATEGORIES 


Percentage of patients improved 


Diagnostic category Thorazine 


Schizophrenia 
Chr. brain syndromes 
Mental deficiency 
Manic-depressive reaction 
Involutional reaction 
Psychoneurotic reaction 
* Numbers of patients too small to be significant. 


sistently altered the entire gamut of behavior, 
with some drugs being more effective than 
others on some aspects of behavior. Thora- 
zine appears to be outstandingly superior to 
the other drugs tested in respect to general 
therapeutic efficacy. A similar conclusion was 
reached at the International Colloquium on 
Chlorpromazine and Neuroleptic Medications 
in Psychiatric Treatment held in Paris, 
October 1955. Kurland(5) pooling the re- 
sults of various investigators studying chlor- 
promazine and reserpine also found Thora- 
zine superior, but Kovitz et al.(6) found 
reserpine “slightly superior” to Thorazine. 
In our study, a combination of Thorazine 


Thorazine com 
bined with 
reserpine 


50.0 
45.0 
40.0 66.0 
. 45.0 10.0 
33.3 
25.0 50.0 ° 


Serpasil 


39.4 
10.0 


Pacatal 
2.9 27.0 
25.0 


Frenquel 


and reserpine appears to be the second most 
effective drug. In the amelioration of com- 
bativeness, self-multilatory trends, and com- 
pulsivity, Thoraserpine appears to have a 
slight advantage over the other drugs. Barsa 
and Kline(7) concluded that “combined 
reserpine-chlorpromazine therapy seems to 
have certain advantages over therapy with 
reserpine alone,” 

Pacatal, Frenquel, and Serpasil also pro- 
duce significant changes, but not of the mag- 
nitude of Thorazine. In view of the manu- 
facturer’s claims of a high degree of specifi- 
city of Frenquel for hallucinations, our re- 
sults in this respect (10.5% effective) were 


TABLE 5 


INDIVIDUAL 


Criteria Thorazine 
Orientation 

Memory 

Delusions .... 

Hallucinations 

Negativism 

Hyperactivity 

Hostility 

Combativeness . 

3izarre mannerisms 
Appropriateness of conversation . 
Realistic planning 

Amicability ..... 

Sociability 

Accessibility 

Participation in adjunctive tk 
Appetite . 
Sleep ... 

Tension 

Self-mutilation 

Judgment 

Insight 

Affect 

Compulsivity 


RESPONSES OF EVALUATIVE CRITERIA 


Percent improved 
Thorazine com 


bined with 
Pacatal Frenquel reserpine Serpasil 


18.4 4.3 15.6 16.8 
8.0 15.4 6.0 
6.2 18.7 5.2 
4.5 23.6 13.6 

20.0 24.2 12.5 

27.0 45.1 25.7 

31.3 55-7 38.0 

33-3 54.4 31.9 

30.6 75.8 34.7 

12.0 33.3 14.4 

25.0 46.0 15.5 

15.8 21.7 2.3 

22.2 42.1 27.0 

23.5 34-4 20.9 

20.3 43.6 18.5 

24.2 49.3 14.7 

27.7 33.3 17.7 

33.3 32.2 20.0 

34.3 42.1 237 

20.0 54.5 11.4 
5.0 12.1 1.0 
5.3 10.4 1.0 

30.0 5.0 


35.7 18.4 


| 

3 

4 

63 

i 


592 A COMPARATIVE 


STUDY OF 


Jan. 


VARIOUS ATARACTIC DRUGS 


most disappointing. For such aspects of the 
evaluations as “insight” or “judgment,” none 
of the drugs appeared to be significantly ef- 
ficacious, 


DOSAGES 


Other than for the most minimal of doses, 
all medications were equally effective 
throughout the gamut of their individual 
dosages. (Table 6). Within the limits of error 
imposed by the structure of our study, the 
higher dosages did not manifest any superior- 
ity, therapeutically, over the moderate dos- 
ages. Serpasil appears slightly more effective 
in its lower ranges, Thorazine combined with 


TABLE 6 
Recative Erricacy or Various Dosace Levers 


Percent of 
patients 
significantly 
improved 


40.0 


Dosage 
1 mg./day 
2 meg./day 
3 mg./day 
4 meg./day 
6 meg./day 
mg./day 
10 mg./day 
12* mg./day 


Serpasil 


1 tab./day 
2 tab./day 
3 tab./day 
4 tab./day 
6 tab./day 
8* tab./day 


Thorazine 
combined 
with reser- 
pine 


60 meg./day 
8o mg./day 
120 mg./day 
180 mg./day 
240* mg./day 


100.0 
28.6 
100.0 
0.0 


Frenquel ...... 


16.7 
38.5 
33.3 
45.0 
40.0 
25.0 


100 mg./day 
150 mg./day 
200 mg./day 
300 ing./day 
400 mg./day 
500* mg./day 


Pacatal 


38.1 
62.9 
73-5 
75.0 
64.3 
62.9 
64.7 
82.7 
58.0 

2.2 


100 mg./day 
150 mg./day 
200 mg./day 
250 mg./day 
300 meg./day 
400 mg./day 
450 mg./day 
600 mg./day 
800 mg./day 
1,000* mg./day 


Thorazine 


* And over. 


reserpine in daily dosages of 200: 2-600: 6, 
Pacatal in dosages of 300-400 mg./day ; and 
Thorazine from 150 mg./day upward. 


EFFICACY 


Therapeutic efficacy based upon chronicity 
of illness follows the pattern of being more 
effective in early, acute cases, but therapeutic 
responses were elicited at all stages of 
chronicity. Thorazine most consistently ap- 
pears effective at all stages of chronicity. 


SIDE-EFFECTS 

A substantial number of side-effects were 
produced with all drugs except Frenquel, in 
which turbulence was the only side-effect 
noted. Rinaldi et al.(8) also noted an absence 
of side-effects with Frenquel. 

Of the more serious side-effects ( Parkin- 
sonian, jaundice, and blood changes), Thora- 
zine combined with reserpine and Thorazine 
showed the higest incidence (Table 8). 
Lemere(g) treating 88 patients with chlor- 
promazine-reserpine found a lowering of the 
incidence of side-effects and concluded that 
“some of the side-reactions are cancelled 
out.” Eiber(10) had a similar experience 
with a smaller series of patients. 


COMPARATIVE RESPONSES 


A substantial number of our patients have 
received independent trials with more than 
one drug. In between trials, these patients 
have been without medication so that they 
had an opportunity to revert to their pretrial 
state before a new medication was introduced. 
Table 9 indicates comparative responses of 
these patients. 


TABLE 7 


Resutts BAsep UPON CHRONICITY OF ILLNESS 


Percentage of patients improved 
A 


bined with 


Chronicity 
(Years) 


Thorazine com- 
reserpine 
Serpasil 


man 
RR 
uns 


76.9 
80.0 
66.2 


70.0 


| | Pacatal 


33.3 
33.3 
34.9 


50.0 


33.3 
18.8 


w 
N 


4 
47.4 
22.2 
45.8 
33.3 
12.5 
4 33.3 
48.7 
40.0 SCC 
70.6 
55:5 
40.0 
0.0 
4 
on 
| 
a é 
0.0 
0.0 
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TABLE 8 


IncipeENCE oF S1pe-Errects 


Percentage of patients 


& seve 8 

Drowsiness ...... 19.2 26.2 58.0 
Parkinsonism ... 6.6 1.5 _ 23.2 4.1 
4.2 1.5 2.9 08 
rrr 34 22 — 12.0 1.6 
Hypotension .... 3.4 7.7 — 7.2 1.6 
Depression ...... 1.8 1.5 -- 7.2 08 
1.6 1.8 0.7 
Blood changes ... 1.6 -- 
G.I. symptoms ... 2.1 9.22 — 6.5 08 
Turbulence ..... 1.8 3.0 107 — 6.5 
Dryness of mouth. 3.8 4.5 — -- — 
Blurred vision ... 0.5 12.3 
Salivation ....... 0.6 11.6 
Incontinence .... 0.6 2.9 
Weakness ...... 1.3 2.2 
Lactation ....... 0.5 0.7 
Slurred speech .. — 60 — -- — 
Seizures ........ 1.1 -- 


It appears that all the drugs are capable of 
eliciting a response—in individual cases— 
over and above that elicited with a previous 
drug. Our findings are at variance with the 
experience of Bennett et al.(11) who found 
“usually, where one drug was found ineffec- 
tive, so was the other.” On the other hand, 
Rinaldi et al.(12) found reserpine helped 
the largest number of patients. They confirm 
our experience that “in no instance were all 
patients helped by any one drug.” 


SUMMARY AND CONCLUSIONS 


1. Clinical evaluations have been made 
upon 1,450 trials with chlorpromazine, 
a cobination of Thorazine and reserpine, 
Frenquel, Pacatal, and Serpasil. 

2. The patient material utilized for this 
study consisted of a very chronic, inpatient 
population of a state hospital with a very 
high percentage of schizophrenic reactions. 

3. All 5 compounds tested appear to be of 
benefit in some respect, but not to the same 
degree. 

4. Thorazine appears to be the most gen- 
erally effective, and I'renquel the least. 

5. All drugs appear most effective in the 


TABLE 9 
COMPARATIVE RESPONSES 


Thorazine patients changed to a combination of 
thorazine and reserpine 


Net 

change 

in re- 
No % sponse 
9 a9 6% less improvement 
12 16.0 —I 
17 23.9 0 
8 11.3 44 
6 8.5 +2 46.5% greater improve- 
us 15.5 +3 ment 
4 56 +4 
4 56 +5 

Total 100 


Serpasil patients changed to a combination of 
Thorazine an reserpine 


ry less improvement 
10 28.6 0 

I 2.8 +1 

9 25.7 +2|51.3% greater improve- 
6 17.1 +3{ ment 

5.7 +4 


Total 35 100 


Thorazine patients changed to Frenquel 


3 10.0 

3 67 —3 79.7% less improvement 
10 33-3 

9 30.0 —I 

2 6.7 0 13.4% greater improve- 


4 13.4 +1 ment 


Total 30 100 


Serpasil patients changed to Frenquel 


5 38.5 7} 61.6% less improvement 
3 23.1 
3 23.1 0 
2 15.3 +1 15.3% greater improve- 


ment 


Total 13 100 


Thorazine patients changed to Pacatal 


I 2.7 
6 16.2 —3 
13. 55.9% less improvement 
5 13.5 
8 21.6 0 
5 13.5 +1) 32.5% greater improve- 
7 19.0 43 ment 


Total 37 100 


Serpasil patients changed to Pacatal 


Il 42.3 oO 
4 15.4 +1|20.8% greater improve- 
3 ment 


11.4 +2 


Total 26 100 


— 
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treatment of early cases and least effective 
in the very chronic. 

6. High dosages of drugs do not appear 
to provide any benefit over and above the 
benefit derived from moderate dosage. 

7. The incidence of side-effects is highest 
with Thorazine and Thorazine combined 
with reserpine and lowest with Frequel. 

8. Combined Thorazine-reserpine therapy 
does not follow the prediction that the good 
effects of each drug would be potentiated and 
the ill effects merely additive. Thorazine- 
reserpine produces a prohibitively high inci- 
dence of serious untoward effects. 

g. Patients who do not respond to one 
drug may respond to another, Patients who 
respond moderately to one drug may respond 
maximally to another. 

10. No single diagnostic category seems 
to respond outstandingly to any one drug. 

11. Hyperactivity, combativeness and ten- 
sion respond best to ataraxics. The response 
of insight, affect, judgment, and _ realistic 
planning is disappointing. 


12. Our results support the concept that 
ataractic drugs are of value in the treatment 
of psychiatric disorders. 
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General interest in the clinical and physio- 
dynamic aspects of human genetics increased 
appreciably during the past year. In the psy- 
chiatric area, this trend was reflected in a 
highly diversified series of well-attended 
meetings and symposia, here and abroad. 
The list of memorable events included 
(1) the APA symposium on “Recent Prog- 
ress in Genetics and Its Implications for 
Psychiatric Theory” at the annual meeting 
in Chicago (May 2), with Miller, Pauling, 
Glass, Brosin and Kallmann as principal 
speakers; (2) the First International Con- 
gress of Human Genetics in Copenhagen 
(August 1-6); (3) various sections of the 
German anthropological meeting in Freiburg 
(April 5-7), the Ciba Foundation Collo- 
quium on Ageing in London (July 25-26), 
the Storrs meetings of the American Insti- 
tute of Biological Sciences (August 27-29), 
and the international Japanese symposia on 
“Chromosomes” and “Applied Genetics” in 
Tokyo and Kyoto (September 6-12) ; and 
(4) the Milbank Memorial Fund Conference 
on “Nature and Transmission of the Genetic 
and Cultural Characteristics of Human 
Populations” in New York City (October 
31-November 1). 

Although the proceedings of most of these 
meetings were still in press at the time of 
this review, it may be mentioned that the 
Human Genetics Congress in Copenhagen 
was attended by over 400 delegates from 
nearly 30 countries and proved to be a sig- 
nal success(1). Much credit for this 
achievement belongs to the presiding host, 
Tage Kemp, who was also the recipient of 
another notable distinction, a well-assorted 
testimonial volume commemorating his six- 
tieth birthday(2). Among the many fine 
contributions to this volume were those by 
Essen-MOller and Schulz on the genetics of 
schizophrenia ; by Herlofsen and Odegaard, 
Larson, Shields and Slater, and Sanghvi’s 
group on genetic problems of consanguinity ; 
by Allen and Baroff, Lamy et al., Von Ver- 
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schuer, Walker, and Wendt on the results of 
twin studies (mongolism, maternal age, tu- 
berculosis, fingerprints, etc.) ; by Walden- 
strom on the genetics of acute porphyria ; and 
by Lenz, Penrose, and Waardenburg on 
various aspects of genetic counseling and 
eugenic procedures. The saddening feature 
was that one of the most meritorious mem- 
bers of the editorial committee, Gunnar 
Dahlberg, was no longer among the living 
when this anniversary volume was ready for 
presentation. 

Among other eminent scholars, whose 
basic contributions to the development of 
modern human genetics were gratefully re- 
membered last year, were Gregor Mendel 
(memorial volume in honor of the goth an- 
niversary of his breeding experiments), 
Francis Galton (134th anniversary of his 
birth), and Emil Kraepelin (centennial of 
his birth). The Gregor Mendel volume(3) 
was prepared under Gedda’s able and de- 
voted editorship and contains 26 compre- 
hensive research reports in the areas of gen- 
eral and clinical genetics. The 1956 Galton 
Lecture was delivered by Osborn, and the 
1950 Rudolf Virchow Lecture by Muller, 
who had the honor of being the first recipi- 
ent of the newly created Virchow Medal. 
The title of the former lecture was “Galton 
and Mid-Century Eugenics’ (4), and that of 
the latter, “Genetic Background of Disease.” 
Sewall Wright received the 1956 Kimber 
Genetics Award of the National Academy 
of Sciences. 

The list of useful publications included 
books by Goldschmidt(5) and Scheinfeld(6) 
on general genetic principles, a new Cold 
Spring Harbor Symposium on population 
genetics(7), and 2 books by Dobzhansky 
dealing with evolutionary problems(8, 9). 
More specialized were the monographs of 
Henshaw on the dynamics of population 
growth(10), of Comfort on the biology of 
senescence(11), of Essen-MOller on a psy- 
chiatrically oriented census study of traits in 
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a Swedish rural population(12), and of 
Kostmann on a rare condition called infantile 
genetic agranulocytosis(13). Jespersen’s 
study(14) confirmed the hypothesis of a 
genetically determined susceptibility to breast 
cancer and leukemia in inbred mouse 
strains, while the twin data of Von Ver- 
schuer and Kober on human cancer(15) 
were inconclusive from a genetic point of 
view (no difference in concordance between 
1-egg and 2-egg pairs, if only the frequency 
of cancer is considered and not its localiza- 
tion). 

Conversely, the results of Allen and 
Baroff's twin study of mongolism(2) were 
at variance with Oster’s analysis of maternal 
age records in relation to Danish mongoloid 
births(16). According to the latter investi- 
gator, “the incidence found for a further 
mongol among the siblings of the mongol 
child does not vary significantly from the 
expected incidence,” but a “close to 100%” 
morbidity expectancy in monozygotic co- 
twins of mongoloids was observed in the twin 
study, with “the corresponding rate for dizy- 
gotic co-twins apparently not exceeding that 
of their later-born siblings, approximately 
4%.” The twin researchers concluded, there- 
fore, that the maternal factor (a more or less 
permanent change in the mother’s reproduc- 
tive or endocrine system) “has to act upon 
a genetically predisposed embryo, or upon 
the ovum, or upon the embryo prior to the 
earliest stage when twinning occurs by divi- 
sion,” 

Another interesting condition, referred to 
as “‘adynamia episodica hereditaria” and clas- 
sified as a single-dominant trait with almost 
complete penetrance, was the topic of Gam- 
storp’s monograph(17). In the author‘s 
opinion (based on 68 cases), the syndrome is 
characterized by attacks of “spontaneously 
abating paralysis” in the muscles of the 
trunk and extremities (usually occurring 
during rest after exertion) and is clearly dis- 
tinguished from Westphal’s periodic paral- 
ysis as well as from hyperpotassemic paral- 
ysis with decreased excretion of urinary 
potassium. The attacks were found to be 
associated with an increase in serum potas- 
sium without any decrease in the excretion 
of urinary potassium and to be controlled by 
calcium. In general, these findings corre- 


sponded with those described by Sagild and 
Helweg-Larsen in a series of 65 cases(18). 

With respect to the genetic aspects of mus- 
cular dystrophy, Haldane’s data on the sex- 
linked recessive Duchenne type(19) were of 
particular significance, since they suggested 
a higher mutation rate in males than in fe- 
males. In a German study, Becker and 
Lenz(20) estimated the mutation rate at 
1: 25,000 for the sex-linked recessive variety, 
and at 1: 20,000 for the autosomal dominant 
form. An “apparently new” type of sex- 
linked recessive dystrophy, characterized by 
late onset, a relatively benign clinical course 
and a low mutation rate, was described by 
Becker and Kiener(21). 

In a study of the incidence and apparent 
mode of transmission of idiopathic hyper- 
cholesteremia as a factor in the etiology 
of coronary artery disease, Adlersberg 
et al.(22) interpreted variations in serum 
cholesterol and phospholipid levels, observed 
in 1,200 healthy males and females between 
the ages of 2 and 77, as corroborative evi- 
dence for the theory that “while age has some 
effect on serum lipids, the aging process 
alone is not the determining factor in the 
development of coronary atherosclerosis.” 
Instead, many cases of coronary artery dis- 
ease and most coronary occlusions occurring 
in individuals under 50 were assumed to be 
“related not to age but to a complex pattern 
of metabolic, hereditary, environmental, and 
endocrinal factors, the precise proportions of 
which have not as yet been clearly defined.” 
The same group described a syndrome of 
idiopathic hyperlipemia, mild diabetes mel- 
litus, and severe vascular damage(23) as 
well as the genetic and chemical aspects of 
inborn errors of lipid metabolism(24). By 
contrast, Gosta(25) presented the histories 
of a pair of 99-year-old I-egg twins, while 
the general genetic problems of aging, lon- 
gevity and senile maladjustment were dis- 
cussed by the reviewer on the basis of longi- 
tudinal twin data(26, 27). An interesting 
family with an accumulation of severe sleep 
disturbances in 3 generations was reported 
by Kranz(3). 

The genetic aspects of the adult type of 
schizophrenia were reviewed by Planan- 
sky(28) and Schulz(2), and those of child- 
hood schizophrenia by Bender and Gru- 
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gett(29) and Kallmann and Roth(30). 
Especially the twin data indicated that child- 
hood schizophrenia seems to be an early 
expression of the same genotype assumed to 
be responsible for the basic symptoms of 
adult schizophrenia. On the animal level, 
Thompson(31) described inherited activity 
differences in inbred mouse strains. The ef- 
fects of natural selection on human genotypes 
were discussed in a symposium at the New 
York Academy of Sciences, in which H. 
Levene, R. B. McConnell, and L. C. Dunn 
participated (32). 

In the area of genetic counseling (eu- 
genics), a long-existing need was remedied 
by a pamphlet of the American Eugenics 
Society (33), listing counseling centers in the 
United States, Canada, and Europe. On the 
other hand, various problems encountered in 
genetic counseling procedures were re- 
vealed by the reports of Dunn(34), Fraser 
(35), Kallmann(36), and Sank and Kall- 


mann (37). 
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NEUROPATHOLOGY, ENDOCRINOLOGY AND BIOCHEMISTRY 
ORTHELLO R. LANGWORTHY, Batrimore, Mo. 


The blood brain barrier and the ground 
substance of the nervous system have re- 
cently received theoretical and practical con- 


sideration. Hess(1) maintains that the 
ground substance is of a carbohydrate-pro- 
tein nature and forms the blood brain bar- 
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rier. This substance is elaborated by nerve 
cells and neuroglia. Normally it resists vital 
staining of the nervous system by trypan 
blue. Hess demonstrated that the barrier de- 
velops at a certain time in the maturation of 
animals. After wounds of the nervous sys- 
tem the barrier is disrupted and there is 
staining around the injured area. About 1o 
days after the injury the barrier is replaced. 
From evidence of electron microscopic stud- 
ies Wyckoff and Young(2) state that there 
are no large tissue spaces or intracellular 
matrix in the nervous system. Most of the 
material between the formed elements con- 
tains mitochondria and is considered cellular 
protoplasm of glial cells. Exchanges be- 
tween neurons and capillaries presumably 
take place through this glial protoplasm. The 
histochemical characteristics of mucopoly- 
saccharides described by Hess as character- 
istics of ground substance actually are char- 
acteristic of glial protoplasm. 

tarlow(3) studied abnormal blood brain 
permeability in experimental allergic enceph- 
alomyelitis. Lesions which were restricted 
to blood vessels were not permeable to try- 
pan blue while lesions which involved brain 
parenchyma were permeable. Clark and 
togdanove(4) showed that allergic enceph- 
alomyelitis has little or no predilection for 
any particular region. There is the assump- 
tion that in each case the lesions represent 
disseminated local areas of increased per- 
meability of the barrier system. The nature 
of this alteration is unknown and it should 
be stressed that dye injections in normal 
animals have not shown the individual dif- 
ferences that this concept seems to require. 
Why does not the area postrema which 
stains with the dye act as a focus for the 
encephalitides? Various types of brain 
trauma make possible the entrance of the 
neurotropic viruses, The authors found that 
an electrolytic lesion, placed in the cerebral 
cortex 5 days after injection of an emulsion 
capable of producing allergic encephalomye- 
litis, will induce the formation of histological 
alterations typical of this disease in the tissue 
adjacent to the lesion. Logdanove and Clark 
(5) were able to produce exacerbations of 
allergic encephalomyelitis when the animals 
were in remission by making electrolytic 
lesions in the cortex. This is evidence that 


the disease-inducing agent is present even 
in the remission stage. Aird et al.(6) con- 
cluded that a series of electrically induced 
convulsions increased the permeability of the 
blood brain barrier. Waksman and Adams 
(7) produced experimental allergic neuritis 
by injection into animals of peripheral nerve 
tissue. When animals were injected with 
central nervous tissue the peripheral nervous 
system was involved in about three-quarters 
of the animals with the disease. The periph- 
eral lesions showed similarity to demye- 
linating lesions in the nervous system. 
Prigal(8) in a critical review discussed 
allergy and multiple sclerosis. It is possible 
to produce in animals a clinical and patho- 
logical condition resembling multiple scle- 
rosis by injections of extracts or emulsions 
of brain tissue. An allergic mechanism is 
apparently involved in the experimental pro- 
duction of encephalomyelitis. The antibodies 
involved in experimental encephalomyelitis 
apparently are not capable of passive trans- 
fer. Results of skin testing with the antigen 
are inconclusive. There is no complete cor- 
relation between experimentally induced en- 
cephalomyelitis and multiple sclerosis. Mul- 
tiple sclerosis, as suggested by experimental 
studies, would be an irreversible allergic 
reaction. The development of specific tissue 
sensitivity (autosensitivity) as an explana- 
tion for multiple sclerosis has been consid- 
ered. Infection has been suggested as a fac- 
tor in the liberation of the antigen from 
nervous tissue and the induction of autosensi- 
tivity which is self-perpetuating. Myelin de- 
struction may be produced experimentally 
by other mechanisms. Multiple sclerosis may 
be a syndrome due to a variety of causes. 
Goldstein et al.(g) studied the homologous 
brain lipid fractions which were effective in 
producing experimental allergic encephalo- 
myelitis. Only chloroform yielded an extract 
with marked encephalitogenic activity. How- 
ever, this solvent leaves a residual possess- 
ing considerable activity. Since chloroform 
—miethanol mixtures completely removed 
the activity from the whole brain there are 
at least 2 “antigens” present. Pierson(10) 
found that variations of plasma fibrinogen 
occur in multiple sclerosis and that exacer- 
bations of the disease are accompanied by 
rises in plasma fibrinogen. Saifer et al.(11) 
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studied electrophoretic fractions of the pro- 
tein of blood serum and spinal fluid in 23 
patients with multiple sclerosis. There were 
markedly lowered albumen and AG ratios 
in 87% and increased beta globulin in 74%. 
The gamma globulin fraction was usually 
slightly above the normal mean value. Zieg- 
ler and Ross(12) found an increase in 
gamma globulin in 73% of patients with 
multiple sclerosis, 

A critical review by Schiller(13) gives a 
stimulating new view of cutaneous sensory 
modalities. The welter of experience de- 
rived from cutaneous sense organs has made 
it difficult to find their common denominator 
and their individual status. Until recently 
the 4 somesthetic reactions—touch, heat, 
cold and pain—have formed an unques- 
tioned basis for investigation. The objec- 
tions to such reasoning are considerable, not 
only on physical but on anatomical, physio- 
logical, psychological and semantic grounds. 
The nervous organization is an imperfect 
mirror of physical properties and stimuli 
alone are no gauge of nervous activity and 
sensory experience. The fallacy of specific 
sensory spots becomes evident as support 
for the belief that specific sensory endings 
subserve the 4 types of sensation. The 
exceptions to the rule that purports to cor- 
relate fiber size with modality are as nu- 
merous as those instances in which the rule 
seems to apply. The study of efferent 
spinal cord tracts does not allow an unmis- 
takable grouping of all conducted sensa- 
tions. The 4 types are not as such rep- 
resented in the brain. The function of per- 
ceiving special relationships in the environ- 
ment is closely related to touch. Schiller 
calls it “locoception.” The wealth and intri- 
cacy of those sensory experiences mediated 
by general somatic and visceral afferent sys- 
tems depend on the peripheral and central 
location of receptors, on their connections, 
on the relative number of nerve units in- 
volved, on their mutual relationship in space, 
on the phase relationships of their impulse 
frequencies, on duration, intensity and rate 
of increment of the stimulus and on develop- 
ment and learning. All we can distinguish 
is good and bad locoception on one hand and 
asynchronous and synchronous (summated ) 
conduction on the other. 


Rome(14) suggests that understanding 
pain requires an examination of all its fac- 
ets: the physiologic structure on which its 
perception depends as well as the experience 
of it as a psychologic process with levels of 
symbolic meaning. The meaning depends on 
the time of life, the premorbid emotional 
state of the patient, the contributing influ- 
ence of personal and family affairs. Szasz 
(15) discussed the concept of pain in terms 
of levels of symbolization involving the 
person who feels the pain and the meaning 
of pain in terms of interpersonal relation- 
ships. Weinstein(16) was impressed that 
both the pain and the pattern of more ob- 
jective sensory findings in patients with thal- 
amic pain constitute symbolic manifestations 
ather than specific perceptual or physiologi- 
cal entities. The loss of sensation and the 
hypersensitivity are not opposite and con- 
tradictory phenomena in the sense that one 
is due to a defect and the other caused by 
“irritation” or “release,” but both are forms 
of conceptualization. They seem to be closely 
related to the premorbid personality. 

Richmond and Lustman(17) studied au- 
tonomic function in newborn babies. They 
found significant individual differences in 
the rate of attainment of functional matu- 
rity. They suggested that autonomic endow- 
ment may be one factor which predisposes 
the individual to somatic change and to spe- 
cific psychosomatic disease. 

Related to endocrine and developmental 
disturbances there is a group of classic pa- 
pers (Hampson, Hampson and Money) 
dealing with the emotional life and prob- 
lems of children with organic sexual ab- 
normalities. There are 2 types of hyper- 
adrenocortism(18, 19), hermaphroditism in 
females and virulizing precocity in both 
males and females. The hermaphrodite has 
a somatic status as male or female which is 
ambiguous. The gender role of the indi- 
vidual is not automatically determined by 
his gonads, hormones or chromosomes but 
is founded in what, from infancy onward, 
he learns about his sexual status from his 
parents or other people. Primary considera- 
tion should be given to the external genital 
morphology. Keassignment or change of sex 
in childhood, either with or without surgery, 
is an extreme psychologic hazard. Money 


ing 
‘ 
53 


600 


REVIEW OF PSYCHIATRIC PROGRESS 19506 


| Jan. 


and Hampson(20) presented a case report 
on male sexual precocity with detailed psy- 
chological study. This boy’s psychosexual 
orientation and demeanor were in keeping 
with his chronological age, though the mag- 
nitude of libido was that of an adolescent. 
He was an unself-conscious child, exuber- 
antly living a child’s life in an adult body. 
Another paper(21) presented 3 cases of fe- 
male sexual precocity. Recommendations 
were given for the rearing and psychologi- 
cal development of sexually precocious 
children. 

Children with gonadal agenesis(22) who 
are untreated have internal and external 
genitalia of infantile female appearance ex- 
cept that the gonads are absent. There is 
normal female production of adrenal hor- 
mones, increased FSH output at puberty 
and absence of gonadal estrogens and an- 
drogens. All patients are moderately stunted 
in growth. There are other inconsistent ab- 
normalities such as webbed neck and coare- 
tation of the aorta. Eleven of the 13 girls 
whose chromosomal paticrn was determined 
were found to be chromosomally male. Un- 
equivocal femininity was an outstanding fea- 
ture of all these patients. Without estrogen 
replacement therapy girls with gonadal 
agenesis remain infantile. The appearance 
of a physically mature body is an essential 
ingredient for the advancement of psycho- 
logical maturation in the ‘teen-age. Perma- 
nently short stature was a problem to these 
girls, 

Ninety-six hermaphroditic patients repre- 
senting 8 varieties of hermaphroditism were 
carefully studied and appraised from a psy- 
chologic and psychiatric viewpoint(23). Of 
these, 63 were rated as healthy, 16 mildly 
unhealthy, 14 moderately unhealthy and one 
severely unhealthy. The one severely un- 
healthy patient was a congenital mental de- 
fective. The psychologic management (24) 
of parents of hermaphrodites and of the pa- 
tients themselves derives its specific details 
from a policy of frank and straightforward 
discussion and explanation. 

Certain chemical studies have been in- 
cluded in previous portions of this review 
and only a few other significant papers will 
be considered. Suter and Klingman(25) 
found that the manifestations of magnesium 


depletion in man as reflected by low serum 
magnesium levels include tremor, muscular 
twitching, delirium, hallucinosis, apprehen- 
sive behavior and convulsions. In mag- 
nesium depletion states intracellular mag- 
nesium is normal or possibly increased 
although serum magnesium is decreased. 
Twelve cases of magnesium deficiency oc- 
curring in patients with chronic alcoholism 
are reported. According to Himwich et al. 
(26) cholinesterase activity is highest in the 
caudate nucleus of the brain both in the 
young and in the adult. In cortex, thal- 
amus, and superior colliculi this enzyme ap- 
pears to decrease with age. Henneman et al. 
(27) observed that carbohydrate metabolism 
is abnormal in patients with psychoses. Fast- 
ing blood glucose and lactic acid levels are 
frequently elevated above normal. Gordon 
and Nurnberger(28) found superficial re- 
semblances between certain complex learn- 
ing curves in primates and the curves of de- 
veloping neural enzymatic activity. Cleghorn 
(29) showed that 2 neurohumors associated 
with autonomic nervous system activity, 
noradrenaline and ephedrine, can be secreted 
separately. In students exposed to stress 
situations it was found that those who re- 
sponded with an “anger out” pattern showed 
a cardiovascular response consistent with the 
secretion of noradrenaline, while those who 
responded with an “anger in” or anxiety pat- 
tern showed a response consistent with the 
secretion of ephedrine. Logothetis(30) has 
developed a method to allow rapid, accurate, 
routine identification of the constituent 
amino acids of the cerebrospinal fluid. 
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ELECTROENCEPHALOGRAPHY 
W. T. LIBERSON, M.D., Pu. D., Mass. 


This reviewer recently had the opportunity 
to abstract a number of the Russian physio- 
logical and neuropsychiatric journals of the 
past 5 years. As there were several papers 
related to cerebral potentials which have not 
been available to American workers, and as 
the space for this review does not permit one 
to cover adequately the current literature and 
to review papers which were published be- 
hind the Iron Curtain, only the latter will 
be surveyed this year in order to bring our 
information up to date. For the current 
literature in EEG, the reader is referred 
to the Electroencephalography and Clinical 
Neurophysiology Journal and the review of 
Brazier(2). Only experimental papers will 
be reviewed as the writer did not come across 
any disclosures in the Russian literature con- 
cerning diagnostic EEG which would con- 
stitute an advancement of our present knowl- 
edge. 

Basic Studies.—Electrically induced (cor- 
tical stimulation) surface negative potentials 
may be summated by repetitive stimula- 
tion(13). Steady or slowly pulsating nega- 
tive potentials result in such summation. 
Apical dendrites which are polarized in this 
way are not believed to conduct the stimuli. 
They affect electrotonically the bodies of the 


pyramidal cells. This is believed to represent 
a basic mechanism of a generalized inhibition 


of the deep layers of the cortex (deep anelec- 
trotonus resulting from the surface catelec- 


trotonus). Basal dendrites of pyramidal cells 
are also believed to have inhibitory functions. 
However, the resulting inhibition is a more 
differential one and more localized than that 
caused by the activation of the apical 
dendrites. Pharmacological substances( 18) 
which produce slowing of frequencies of elec- 
trical potentials decrease the impedance of 
the cortex and vice versa. Changes of the 
frequency of the brain waves under the in- 
fluence of sensory stimuli are not correlated, 
however, with the changes of impedance. 
Sensory Stimuli.—In children(20), there 
is a marked increase in the amplitude of the 
driven response to flicker (17¢/sec.) when 
the attention of a child is activated. This is 
obtained by asking the patient to evaluate 
the differences between the frequencies of 2 
consecutive flickering lights without actually 
changing their frequency. Adrian’s inter- 
pretation of his findings related to 50 c/sec. 
activity recorded in the olfactory bulb 
following olfactory stimulation chal- 
lenged(14). These potentials are not be- 
lieved to be of nerve origin as they persist 
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after cocainization of the olfactory bulb or 
its removal. They may be recorded from the 
intranasal bony and cartiliginous structures, 
during each inspiration. They are particu- 
larly prominent when air is projected upon 
posterior structures of the nasal cavity and 
are believed to be related to mechanical vi- 
brations. If the origin of some of the bursts 
of fast activity recorded in the olfactory sys- 
tem appears controversial to some Russian 
workers, their transmission within the cen- 
tral nervous system appears to be related to 
specific structures, Thus, the bursts of 40-70 
c/sec. oscillations (1 mv.) on top of slow 
waves were found( 10) along olfactoro-hypo- 
thalamic tracts and down to the anterior 
hypothalamus. No such bursts were re- 
corded at 1 mm. distance from the activated 
structures and none was found in the pos- 
terior hypothalamus, thalamus, or “tem- 
poral” and “occipital” cortices. These bursts, 
barely discernible at rest, were clearly related 
to mechanical stimulation of intranasal pas- 
sages and were considerably increased in 
amplitude by concomitant emotional or 
painful stimuli. They are then associated 
with a decrease of the spontaneous activity 
in the diencephalic structures, They occur 
at the height of inspiration, and can be ob- 
served in the tracheotomized rabbit when 
air is blown through nasal passages. They 
are suppressed in the neuronal structures by 
intranasal local anesthesia or section of the 
filae. 

Recording of alpha block reactions(4) per- 
mits one to ascertain a perception of infra- 
liminar auditory stimuli, the presence of 
which is not subjectively recognized by the 
patient. 

Activating Systems.—The effects of stimu- 
lation(6) of different diencephalic areas upon 
the cortex is the function of both frequency 
of stimuli and location of stimulation. The 
cortical effects were tested by changes in 
muscle contractions induced by stimulation 
of the motor area and by modification of the 
electrical activity of the cortex. Stimulation 
of the anterior thalamic nuclei always pro- 
duces inhibition of the cortically induced 
movements regardless of the frequency of 
stimulation. Stimulation of the remaining 
areas of the dorso-medial nucleus, nucleus 
ventralis, and infra-liminar and reticular 


nuclei produces results which differ accord- 
ing to the frequency of stimulation and the 
location of the stimulated points. There are 
2 types of reaction. When frequency of 
stimulation, applied to certain loci is between 
25-50 c/sec., inhibition is produced. When 
the frequency is above 100 c/sec., facilita- 
tion is observed. The frequency effect is dif- 
ferent when other points of these nuclei were 
stimulated. In these cases, intermediate fre- 
quency of 50-200 c/sec. produces facilitation 
while slower and higher frequencies of stimu- 
lation induce inhibition. Whenever inhibi- 
tion was elicited, a slow cortical activity in 
the cortex was induced. Such activity was 
observed even when stimulation of high fre- 
quency was applied to the anterior nuclei. 

Intercostal nerve twigs were found trans- 
mitting potentials of venous thermoreceptors 
of superficial thoracic veins(8). The latter 
were either left in situ or completely dis- 
sected. Temperature could be changed either 
in the surrounding tissues or intravenously 
by an appropriate perfusion. If the latter, 
the temperature was between 14-40° C. Po- 
tentials of about 40 mv. were recorded, their 
velocity being 9-15 meters/sec., correspond- 
ing to myelinated fibers of 5-10 microns. 
The electrogenesis was a function of the 
actual temperature and not of its gradient 
in space or time. The lower the temperature, 
the more “active” the oscillogram was, as 
there was evidence of recruitment of addi- 
tional receptors. There was no evidence of 
distinct “warm” and “cold” points. No 
adaptation was found during trials lasting 
several minutes. A reversible block could be 
produced at 15° C. Novocaine would also 
produce a block after a short stage of hyper- 
excitability. 

Anesthesia and Sleep.—During the initial 
excitatory state, produced in cats by ether 
anesthesia(12), the fast activity disappears 
in the corticogram, and is replaced by slow 
rhythm. On the contrary, in the thalamus 
(ventral and lateral nuclei) there is activa- 
tion of 8- and 15-18 per sec. activity. This 
is interpreted as a release of the thalamus 
from the cortical control at this stage. At 
the end of narcosis, fast activity returns; 
first in the thalamic nuclei, and only later in 
the cortex. Finally, as reflex activity is pro- 
gressively restored, thalamic fast activity de- 
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creases. During sleep(5), in man, bursts of 
fast activity elicited by sensory stimuli are 
followed by periods of refractoriness. The 
refractory phase, during which a second 
stimulus fails to induce another burst, lasts 
from 7-10 seconds. The duration of the com- 
bined absolute and relative refractory phases 
is about 20 seconds. 

Conditioning.—Evoked potentials elicited 
by auditory stimuli and recorded in non- 
anesthetized animals disappear during the 
first stage of formation of conditioned re- 
flexes. However, never was a conditional 
reflex to the auditory stimulus formed with- 
out a preliminary reappearance of evoked 
potentials, although their reappearance was 
not necessarily followed by establishment of 
conditioning. When conditioning was firmly 
stabilized, evoked potentials could disappear 
again. This is explained by “rerouting” the 
stimuli toward the effector areas(1). On the 
other hand, during the formation of motor 
conditioned reflexes, there is at first a great 
deal of diffuse fast activity recorded all over 
the cortex (chronically implanted  elec- 
trodes). This activity persists during the 
whole period of adjustment of the animal to 
the experimental conditions. However, pro- 
gressively fast rhythm soon becomes more 
and more localized. It is found, at first, only 
in the opposite hemisphere and, finally, over 
only limited areas of the motor cortex(15, 
16). The conditioned alpha blocking reac- 
tion in man, however, is often followed by 
bursts of slow potentials(11). 

Epileptic Discharges—In a dog with 
chronically implanted electrodes(7), Jack- 
sonian seizures produced by cortical stimu- 
lation were associated with auditory stimuli. 
After a considerable number of such asso- 
ciations, conditioned Jacksonian seizures 
could be elicited. Excitation of the hypo- 
thalamus(19) between tuber cinereum and 
the mammilary bodies produces an arrest of 
convulsions induced by metrazol. Strych- 
nine spikes(13) recorded in the cortex are 
often synchronous with respiratory move- 
ments. This is believed to be due to the 
sensitization of cortical cells toward sub- 
liminal afferent stimuli originating in the 
respiratory centers. If anodic polariza- 
tion(g) of the occipital cells produces par- 
oxysmal discharges, the latter spread not 


only over the remaining cortical areas, but 
also to the contralateral retina. In such a 
case, the retinal activity is synchronous with 
cortical afterdischarges. 

Tranquilizing Drugs.—Aminazine (Rus- 
sian chlorpromazine) produces an increase 
of amplitude and synchronization of the 
alpha rhythm(3). Immediately after an in- 
jection, there is a marked decrease of reac- 
tivity to visual stimuli. The patients, who 
did not improve however, may show a per- 
sistence of fast activity (involutional melan- 
cholia). In schizophrenic patients, an in- 
crease of alpha activity under the influence 
of this tranquilizing drug is less marked than 
in involutional melancholia. There is also a 
normalization of electrical activity in the 
basal leads( 17). 

These are the most interesting contribu- 
tions in the Russian literature which came 
to the attention of the reviewer. I have not 
as yet, found any reference to cerebral micro- 
electrography. It is hoped that this brief 
review will contribute to the exchange of 
information between the Western scientists 
and the workers behind the Iron Curtain. 
(For more detailed information on the Rus- 
sian work, see the article by this writer in the 
Annual Review of Physiology for 1957.) 
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CLINICAL PSYCHOLOGY 
FREDERICK WYATT, Pu. D., ANN Arsor, Micn. 


Once fantasy had been raised, through the 
discoveries of psychoanalysis, from the level 
of mysterious fecundity and idle daydream- 
ing to that of highly significant, omni- 
present experience, its former obscurity 
quickly revealed itself in comprehensive 
meaningfulness. l'antasy showed itself as the 
retort in which the residue of previous stim- 
ulation would ferment and mix before it was 
fused into new conduct. In fantasy, adjust- 
ment is rehearsed before it actually takes 
place, and one has only to watch it in order 
to grasp the psychological assets and liabili- 
ties of the adjusting individual. From this 
point on, fantasy has become a major sub- 
ject in the investigations of the social sci- 
ences, of psychiatry, and of similar groups 
concerned with understanding and affecting 
individual and social conduct(20). The 
quest for fantasy was at first pursued in- 
formally—that is, along the general meth- 
odolgy provided by the psychoanalytic 
process. It still ranges from extensive psy- 
chotherapy(g) to the understanding of myth 
and folklore(15) which, in turn, are often 
examined in order to throw light on the 
problems of psychopathology(1). The de- 
sire to study fantasy more systematically 
and more specifically in and by itself was 
here a natural step. The aim still was to 
understand individual personalities and types 
better. 

The Thematic Apperception Test pro- 
posed by Morgan and Murray(11) first pro- 
vided a means to study fantasy systemati- 


cally in a broad diagnostic sense; it repre- 
sents still the primary method, or “test,” 
for the investigation of fantasy. It soon be- 
came clear that the study of fantasy by means 
of the TAT (or, for that matter, in any other 
fashion) has to face up to 3 major problems: 


(1) Method: how should the material be 
approached, organized, classified, rendered 
meaningful, or “interpreted?” (2) Objec- 
tivity and Evidence: how can interpretation 
be made objective—that is, independent of 
the examiner’s bias, and how can evi- 
dence be shown for presumed objectivity ? 
(3) Theory: what are the theoretical prem- 
ises for the study of fantasy? What assump- 
tions must be made about the nature of 
fantasy in order to subject it to a specific 
method ? 

A series of books and a very large num- 
ber of articles have in the course of the past 
two decades attempted to give partial, or 
even comprehensive, answers to these ques- 
tions(21). Especially the latter are, of 
course, of perennial interest to the clinician 
and the student of personality. Upon some 
critical reflection it cannot be said, however, 
that any of the existing texts has provided 
us with a completely satisfactory answer to 
our problems. Each has shown some specific 
merit, but with it the faults which seem to be 
the unavoidable obverse of virtue. Aron’s 
(2) manual provides the most elaborate 
scoring scheme for statistical corroboration ; 
but because of its very elaborateness it is 
impractical for clinical use. Stein’s(18) text 
is still the most useful introduction to the 
clinical use of the TAT, and restricts itself 
essentially to that purpose. Tomkins’s(19), 
the earliest monograph on the TAT, still 
has important suggestions to make, but is too 
far removed from the clinical basis of the 
test. Bellak’s(3) recent book goes far in 
combining the discussion of the three major 
aspects of the test, and marks progress over 
previous books by presenting an outline of 
the theoretical premises of fantasy. Withal, 
there seems to be room for several more 
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books to take up the slack. The newest addi- 
tion, Henry’s The Analysis of Fantasy(7), 
makes an important contribution to this field. 
The author has had experience with the 
TAT in anthropological field work as well 
as in industrial consultation, in addition to 
the normal-to-clinical cases in which work 
with the test so far has been rooted. The 
sociological-anthropological viewpoint here 
affects the principles of interpretation more 
than in any of the previous books. Henry’s 
intent is “to keep interpretations close to 
data” and to make “the central concern of 
this volume . non-clinical formulations 
of personality.” Fortunately, this does not 
keep the author from using his extraordinary 
flair for interpretation freely though with 
critical circumspection. The heart piece of 
this volume is in its first part, 6 chapters on 
task and principles of interpretation, on the 
materials, on variables of form and content, 
and on a conceptual framework for indi- 
vidual case analysis. A series of 4 cases 
follows, of which, characteristically, 2 be- 
long to non-Western, nonliterate cultures 
(where the anthropologist roams) ; even the 
subject of the third case study is very dis- 
tinctly affected by the fact that he was 
brought up in Europe. The chapters on inter- 
pretation contain some of the best thinking 
on the problem of fantasy to date, and will 
have to be studied by any serious student of 
this facet of experience and behavior. Many 
purveyors of clinical material talk about the 
effects of culture and social and class train- 
ing ; Henry succeeds in integrating them into 
the significance of fantasy better than any- 
body before him. The originality of Henry’s 
formulations, together with a certain intran- 
sigeance with regard to established schools 
of thought, sometimes obscures the relation- 
ship of his effort to existing theories of fan- 
tasy, as to psychoanalytic ego psychology. 
While other books on the TAT tend to look 
naively clinical, Henry’s appears at times, 
in a highly sophisticated manner, too unclini- 
cal—granting, to be sure, that something of 
this kind was his avowed intention. 

The range of studies of fantasy at present 
can be well demonstrated by reference to 
Smith, Bruner and White’s book(17). In 
this study the TAT, together with other 
tests and a variety of interviews, was used 


to establish continuity between political 
opinion and personality. Ever since the dy- 
namic viewpoint made itself felt in the be- 
havioral sciences, not only the goals and de- 
sires of man (to use Schilder’s phrase) were 
thought to depend on the individual’s basic 
need-drive quality, but also his sentiments, 
attitudes and opinions, and most recently his 
very perception and thinking(4). While the 
study of opinion and opinion change(8) has 
become one of the methodologically most 
sophisticated and, in general, most successful 
fields of contemporary psychology, little has 
been done on how opinion relates to a person 
as the sum of a life history and an adaptive 
complex of aims of which only some are 
conscious. This is what Opinion and Per- 
sonality accomplishes through 10 detailed 
case studies, and an extraordinarily lucid dis- 
cussion of the entire issue of opinion in which 
one would only have wished a greater con- 
fidence in the explanatory power of psycho- 
analytic principles. 

A number of textbooks on psychoanalysis 
have been published in recent years, of which 
Nunberg’s(13) is the most comprehensive 
system of clinical psychoanalysis for an ad- 
vanced reader. Calvin Hall’s Primer(6)— 
now available also in a soft-cover edition—is 
truly an introduction into 'reud’s fundamen- 
tal propositions. A much more extensive 
presentation of what one might call Psycho- 
analysis as a System of Psychology, with de- 
tailed commentaries, is now contributed by 
Munroe(12). If the definition of the sub- 
ject is kept in mind, this book may well be 
regarded as the best available textbook. He- 
sides careful organization, a comparative dis- 
cussion of derivative schools of psychoanaly- 
sis (Jung, Rank, Adler and others) is among 
its outstanding features. 

The understanding of individual per- 
sonality having been brought to a certain 
level, the importance of the social order 
(class, culture) on the development and the 
disorders of the individual cannot be enough 
stressed. At least a few important new 
studies should be referred to: Parsons, Bales 
et al. on Family, Socialization and the Inter- 
action Process(14) ; Rose with a compilation 
of sociological studies on mental health and 
mental disorder(16) ; Eaton and Weil on the 
fascinating question of how mental health 
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looks in an artificially created but virgorous, 
small theocratic community, the Hutterites 
(5); and Miller and Swanson on experi- 
mental studies of the relationship of educa- 
tional practices, defense mechanisms (and 
hence personality) to social class(10). 
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CLINICAL PSYCHIATRY AND PSYCHOTHERAPY 
Paut H. Hocu, M.D. ano Noian D. C. Lewis, M.D., New York Crry 


In the following we would like to call at- 
tention to a few contributions which we be- 
lieve have special value in stimulating fur- 
ther investigative work in these fields of 
psychiatry. As in the past, we rather con- 
fine ourselves to a review of a few contri- 
butions, giving the gist of their conclusions, 
than to refer to many outstanding clinical 
contributions with only a line or two. We 
also have tried to concentrate on contribu- 
tions which perhaps will not be covered 
in many of the other review sections dealing 
with the clinical aspects of psychiatry. 

The intensive clinical study of the psycho- 
pathic personality is still not exhausted. This 
diagnostic group remains less understood 
than many of the diagnostic entities. It is 
considered more and more a diagnosis for a 
group of individuals characterized by certain 


behavior patterns than a definite single diag- 
nostic entity. Further investigations would 
most likely lead to the breaking up of the 
over-all diagnosis of psychopathic personality 
into better defined subgroupings. A group 
of psychopaths admitted to a mental institu- 
tion were studied by a correlation of clinical, 
biographical, electroencephalographic, and 
psychometric factors(1). Eighty percent of 
these showed a cerebral dysrhythmia. The 
sexual adjustment of this group was fairly 
close to normal, even though evidence of 
struggle in this area was apparent in their at- 
titudes. They showed signs of social malad- 
justment in their psychometric profiles. It 
was found that progress and ultimate recov- 
ery was not too bad. The authors found that 
the psychopath with the normal EEG which 
comprised 20 percent of the case material 
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appeared to be more deviant but also more 
stabilized in his anomalous personality pat- 
tern. This group came for treatment un- 
willingly and late. They were sexually aloof 
or perverted, but without much evidence of 
inner conflict. They showed marked trends 
toward delinquency and alcoholism. They 
showed a very high degree of social malad- 
justment and the classical symptoms of psy- 
chopathy—rebelliousness, faulty judgment, 
resentment, inability to learn by experience, 
suspiciousness, and a discrepancy between 
emotional and intellectual endowment—as 
well as a low frustration tolerance universal 
in this whole group. It was interesting that 
this group showed a considerable frequency 
of suicidal attempts and also accident prone- 
ness, 

Another attempt to differentiate between 
often used psychiatric diagnostic entities is 
the use of sedation thresholds to demonstrate 
the difference between the psychotic and neu- 
rotic depressions. The old classification of 
the depressions into psychotic depressions 
and neurotic depressions, and then the dif- 
ferentiation of the psychotic depressions into 
manic-depressive and involutional depression 
is generally useful even though the boun- 
daries between these different depressions 
are by no means clinically clear-cut and se- 
cure. It is not rare to see patients with 
periodic depressions which for all practical 
purposes should be diagnosed as manic-de- 
pressive depressed with neurotic patterns and 
responses. This makes it very difficult clinic- 
ally to differentiate them. We also see more 
and more depressions in schizoid individuals 
who in addition to the depression show a 
great deal of anxiety and many neurotic 
patterns. These patients are especially re- 
fractory to ECT, but they are also refractory 
to most of the other treatments we can offer 
them—drugs, psychotherapy, etc. 

The authors( 2) use the sedation threshold 
as an objective determination based upon the 
EEG and speech changes induced by intra- 
venous amobarbital sodium. They found that 
sedation thresholds of neurotic and psychotic 
depressions were markedly different. Thresh- 
olds were low in psychotic depressions re- 
gardless of the degree of agitation or history 


of previous depressive episodes. The thresh- 
olds of patients with anxiety states were simi- 


lar to those of patients with neurotic depres- 
sions and almost always higher than those of 
patients with psychotic depressions. Patients 
with high sedation thresholds (neurotic de- 
pressions) were treated with ECT much less 
frequently than were patients with low seda- 
tion thresholds (psychotic depressions). 
When ECT was given, the short-term thera- 
peutic response of the high-threshold patients 
was significantly poorer than that of the low 
threshold group. They feel that the sedation 
threshold appears to have some validity for 
predicting the outcome of ECT. 

In a most interesting article Eric Berne 
(3) describes psychiatric observations in 
different countries arriving at the following 
conclusion, that the major psychoses take 
the same form in many regions regardless of 
race, physical environment, cultural back- 
ground, and socio-economic situations. He 
feels that a well-trained clinician entering a 
hospital in any number of different countries 
scattered on all continents can diagnose by 
inspection about 25 percent of the patients. 
This means that well-developed catatonia, 
hebephrenia, mania, and melancholia are 
common afflictions in widely-scattered coun- 
tries. He maintains that in the borderline 
cases of neuroses a well-trained physician 
with a command of the language can some- 
times penetrate the veneer of even the most 
exotic culture in a comparatively short time 
and arrive at a working diagnosis. He 
stresses the high incidence of toxic confu- 
sional psychoses in tropical countries. The 
author makes the statement that neither the 
proportionate size of the mental hospital 
population, the admission rate, nor the total 
psychiatric patient load can be considered a 
reliable index of the incidence of mental ill- 
ness in a given region of the world. These 
factors seem rather to depend on the quality 
and quantity of the facilities available and of 
the local attitude toward psychiatric treat- 
ment. He feels that the impression is that 
the basic psychogenesis, epidemiology, diag- 
nosis, and response to treatment of mental 
illness are the same throughout mankind. 
This article confirms the clinical observation 
of many that basic psychotic patterns are 
similar everywhere indicating that in addi- 
tion to environmental forces, endogenous fac- 
tors play a very important role in their 
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causation. Comparative psychiatry points to 
the goal of assessing far better than we are 
doing today the relationship between endo- 
genous and exogenous factors. 

More and more attention is paid to evalu- 
ating different therapeutic approaches in 
order to arrive at a better assessment of psy- 
chiatric treatment endeavors. This is true of 
the somatic therapies. Slowly we are be- 
ginning to observe a similar trend in the 
psychotherapies where for a long time the 
idea has prevailed that evaluation cannot be 
done because of the intricacies of the subject 
and the multifactorial nature of these thera- 
pies. Rosenbaum, et al.(4), discuss 210 out- 
patients with varying types of emotional dis- 
orders treated with psychotherapy by psychi- 
atric residents. It was found that 70 percent 
of the entire group experienced appreciable 
improvement with treatment. The data failed 
to reveal a significant association between in- 
telligence and education and improvement 
in therapy. The group of much improved 
patients had significantly better childhood 
environments. Ability to develop interper- 
sonal relationships at the time therapy was 
started was significantly associated with im- 
provement in therapy. Good sexual adjust- 
ment, high social status, and favorable fi- 
nancial status were also significantly associ- 
ated with the much improved in therapy. No 
significant association could be established 
between the pretreatment marital adjustment, 
work adjustment, insight, housing facilities, 
and improvement with treatment. The im- 
provement, when it occurred, was found 
mainly in marital and work adjustment with 
less in financial status, sexual adjustment and 
interpersonal relations. 

Abse and Ewing(5) investigated somatic 
therapies from a psychological point of view. 
The authors discuss the psychological impli- 
cations of shock therapies and especially in 
relationship to transference and counter- 
transference. They found that prolonged 
intensive psychotherapy with patients who 
have had shock therapy shows that uncon- 
scious defense reactions were aroused vis-a- 
vis the shock therapist and his assistants at 
the time of treatment. They feel that it is 
upon the arousal of such defenses, as well as 
the support the patient feels in the total treat- 
ment configuration, that the efficacy of shock 


therapy largely depends. They feel that there 
is a crucial psychodynamic defense involved 
in the organic therapy of a functional psy- 
chosis; they feel that further elucidation 
through research is necessary in this phase 
of the psychotherapeutic process. Con- 
cerning the countertransference aspect, they 
conclude that the briefer therapies lend them- 
selves to the development of hostile punitive 
attitudes, whereas a therapy such as insulin 
therapy produces a more loving and caring 
attitude on the part of the therapist. They 
emphasize there is a great need for aware- 
ness in the countertransference of physical 
therapy, the same way as in psychotherapy. 

It is rather difficult to differentiate clearly 
how far a somatic therapy acts only somatic- 
ally and how far psychotherapeutically. It 
is obvious that any treatment applied, and 
especially in psychiatric patients, has both 
implications. Nevertheless, it is important to 
delineate which preponderates. Attempts to 
try to explain shock therapy or the newer 
drug therapies in psychotherapeutic terms is 
doomed to failure because we are dealing here 
essentially with treatment methods which 
affect the central nervous system directly ; 
that their effects have great psychothera- 
peutic implications everybody has to ac- 
knowledge. How these psychotherapeutic 
implications will relate to the actual somatic 
influences of these treatments will have to be 
a part of intensive psychiatric research in 
the future. 

We believe that in the field of child guid- 
ance therapeutic evaluations are very much 
in order. Different clinics have compiled a 
great many observations. Certain traditions 
have developed about treatment and guidance 
methods which have to be checked as to how 
far they are satisfactory or need improve- 
ment. lasamanick(6) discusses the need for 
evaluation of the efficacy of procedures of 
the child guidance clinics and suggests a re- 
search design to achieve this goal. He points 
out quite correctly that criteria for judg- 
ment of behavioral status at the completion 
of treatment have been a major stumbling 
block in studies of adult therapy based on 
the fact that objectivity of assessment of 
function has been practically impossible to 
achieve. He feels that such studies could be 
made, however, in children because some ob- 
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jective criteria like learning capacity, achieve- 
ment in reading, spelling, and other subjects 
can be measured. In other words he feels 
that being able to measure the different 
psychological functions and evaluation of 
treatment results is easier in this group than 
otherwise. 

Two therapeutic attempts give us some 
inkling about modifications of therapeutic 
efforts. First we would like to mention the 
group psychotherapy of male alcoholics and 
their wives. The authors(7) felt that the 
involvement of the wives had a very special 
value in this program. The patients and their 
wives were both implicated in the patho- 
logical drinking. Actually the wives consti- 
tuted the major pressure which forced the 
patients into treatment. For this reason, in- 
cluding both in the treatment process was 
tantamount to treating not only the symptom 
but the patient as a whole. It was noted that 
patients usually entered the treatment un- 
willingly. Traditionally, this has been con- 
sidered a poor sign from a prognostic point 
of view. However, the changes noted in the 
authors’ study would seem to indicate other- 
wise, They wonder if the effect of the pres- 
sure is not dissipated by the fact that the 
source of the pressure, namely, the wives, 
is included in the treatment program. The 
wives’ participation also recognized the fact 
that they themselves also needed a change, 
and not alone because of the drinking hus- 
bands. 

There is a definite trend noticeable that 
in disorders like alcoholism not only the 
patient is involved, but the whole setting. 
Further experimentation with group thera- 
pies of a kind as described above will give 
us a better understanding if the treatment 
of the whole immediate environment would 
give us better results than the treatment of 
the individual involved with some occasional 
advice to the environment. Most likely we 
will not be able to generalize. Some alco- 
holies’ pathological patterns surely depend 
to a large degree upon the interaction of his 
immediate environment, while in others this 
is not discernible. Milieu therapy is becom- 
ing more important. In the following, at- 
tempts are noted in this respect. Merry(8) 
describes an experiment in a chronic ward 
of 39 female patients showing that very 


simple techniques can effect some improve- 
ment on chronic, deteriorated patients, for 
instance, bedwetting and assaults. He sug- 
gests that all types of patients could benefit 
by community techniques which would vary 
with the degree of contact with reality 
maintained by the patients. He advocates 
social methods be used as adjuvants to the 
physical methods now practiced. He also 
feels that such techniques will increase the 
therapeutic efficacy and interest of the nurse. 

The possibility of environmental change 
accelerating the onset of psychosis of old age 
was investigated by Buck and his associates 
(9). These investigations tried to deter- 
mine what environmental factors play a role 
in breakdowns of arteriosclerotic and senile 
patients. An examination was made of the 
degree of statistical association existing be- 
tween the age of onset of the psychosis and 
the age of occurrence at certain environ- 
mental change. It was found that elderly 
men were more affected by a move to a 
different type of community than by a do- 
mestic dislocation, whereas the women were 
less vulnerable to a change in community 
unless accompanied by a domestic change 
as well. This observation is very much in 
keeping with the generally accepted dictum 
that a man’s life is centered more in the 
community and the woman’s in the home. 
The authors found this environmental in- 
fluence was obvious in the senile and in ar- 
teriosclerotic patients. 

The next paper, reported by Raskin and 
[hrenberg(10) also discusses the senile and 
arteriosclerotic psychoses, Two-hundred and 
seventy patients, 60 to 97 years of age, suf- 
fering from cerebral arteriosclerosis, were 
reviewed and the observations recorded. 
Examination of patients with senile brain 
disease revealed the presence of brain atro- 
phy, but not proportionate to the age of 
the patient or to the duration of his illness. 
The degree of brain atrophy was not always 
indicative of the patient’s mental deteriora- 
tion. Some patients with greatly atrophied 
brains showed better compensatory mechan- 
isms than others with less pronounced atro- 
phy. The authors’ observations again indi- 
cate a lack of correlation between the clinical 
and pathological changes observed in these 
patients. 
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It is important to call attention again to 
Rothchild’s observation that there is a lack 
of correlation between clinical and psycho- 
logical changes in senile brain disease, sug- 
gesting that factors unknown will have to be 
considered in causation of these psychoses. 
Among these, emotional factors play an im- 
portant role. In the investigations of the 
role of environmental factors in this group 
of psychoses, it is of great importance to 
decide to what extent they contribute to a 
breakdown which is basically an organic psy- 
chosis. We should not, however, overlook 
the fact that the anatomical changes do not 
give us a full understanding of the back- 
ground of these psychoses, and that bio- 
chemical alterations or metabolic factors may 
be present and responsible for these psy- 
chotic breaks which are not expressed in the 
anatomical signs we know today. How far 
emotional stress enters here as another meta- 
bolic factor is of great importance, not alone 
from a theoretical but also from a practical 
therapeutic point of view. 

environmental factors were also assumed 
to be of significance in the genesis of schizo- 
phrenia, Based on their study, the authors, 
Beckett, et al.(11), believe that the collabora- 
tive investigation of the family by a team of 
physicians can prove a valuable approach to 
the etiology of schizophrenia. In the cases 
making up the study the fact emerged that 
traumatic assaults had been made on the 
majority of patients by the parents or parent 
surrogates. The patient deals with the as- 
saults by introjecting both the details of the 
assault and also the mechanisms used by the 
parent. There is an introjection of the hos- 
tile aggressor. The first schizophrenic delu- 
sion then may reflect in a striking manner 
the essence of a parental assault. These in- 
vestigations are of interest and will have to 
be reconciled with investigative work stress- 
ing more and more the organic nature of 
schizophrenia. It will be one of the most 
important psychiatric developments of the 
future when some of our psychodynamic 
knowledge can be related to somatic pathol- 
ogy in the functional psychoses. 

How important it is to investigate 
thoroughly some of the evidence put forward 


on a clinical basis is apparent in the discus- 
sion of Felix Post(12) on body weight 
changes in psychiatric illness. The author 
reviews the literature in an attempt to find 
out how far evidence is forthcoming tor and 
against the occurrence of endogenous weight 
changes in psychiatric patients and their sig- 
nificance in their relationship to a mental 
symptomatology. He found that very little 
scientifically controlled experimental work 
had been done in this field even though many 
clinical statements had been circulated. The 
author believes that many of the clinical ob- 
servations can be explained in that the fluc- 
tuations in body weight observed in psychi- 
atric patients are due to deviations in eating 
habits and disturbances of appetite. Fluctua- 
tions in weight which might be called para- 
doxical because they occur with unchanged 
food intake have been raised to the status 
of self-evident clinical facts by many work- 
ers. These endogenous weight changes have 
been used as evidence for a central weight- 
regulating mechanism coming under the in- 
fluence of a brain-located psychotic process. 
The author feels that the deviation of food 
drives and of appetite in the course of psy- 
chiatric disorders would seem to offer a 
promising area of inquiry. 
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PHYSIOLOGICAL TREATMENT 
JOSEPH WORTIS, M.D., Brooxtyn, N. Y. 


Physiological treatment is booming; the 
past year has seen a glut of conferences and 
papers on chlorpromazine, the Rauwolfia 
alkaloids, and the newer drugs intended to 
relieve neurotic and psychotic symptoms. 
World-wide publicity has stimulated public 
interest and demand, while the indiscrimi- 
nate use of the drugs for the common neu- 
roses, conduct disorders, reactive states and 
depressive states, where they are least effec- 
tive, has led to official protests and counter- 
measures. A warning has been issued by 
The American Psychiatric Association and 
a Congressional committee has expressed 
concern. The Food and Drug Administra- 
tion(1) has distributed a careful formula- 
tion of the dangers of improper use or ex- 
cessive dosage and has attempted to define 
safe limits, while reports of disappointed 
hopes and dangerous or fatal consequences 
are increasing. In Britain the Council of the 
Pharmaceutical Society has similarly warned 
that the indiscriminate use of these drugs is 
against the public interest(2). 

Chlorpromazine and Reserpine.—The fu- 
rore of course would never have risen if the 
drugs themselves were not so remarkably 
useful. By overwhelming evidence both 
chlorpromazine and reserpine are strikingly 
effective in relieving manic or catatonic ex- 
citement, senile or schizophrenic agitation, 
anxiety and confusion(3-9). They alleviate 
hallucinations and delusions in paranoid pa- 
tients. They reduce hyperactivity and thus 
enhance performance in some mental defec- 
tives(10), and relieve the tremors and ten- 
sions of some cerebral palsied children(11). 
On the whole they are much more effective 
in hospitalized cases than in those seen typi- 
cally in private practice. In the psychoneu- 
roses (which really are quite varied entities ) 
and in depressions, their value is uneven and 
uncertain, and exacerbations may sometimes 
be induced(12-15). They appear to be of 
little use in relieving withdrawal symptoms 
in drug addiction(16, 17), but of definite 
value in allaying the tension, apprehension 
and tremors of alcoholics(18). Small doses 
of chlorpromazine may relieve pulsating 
headaches( 1g). These drugs have been used 


much too freely in handling the conduct dis- 
orders of children; for the very hyperactive 
and aggressive child, chlorpromazine is help- 
ful(20, 21), but Benadryl is generally bet- 
ter(22). 

The new drug treatments have practically 
abolished lobotomies and greatly diminished 
the need for both electroshock(23) and in- 
sulin, though EST remains an almost specific 
therapy for depressions, and treatments of 
either kind can help cases that have failed to 
respond to medication (24). 

Toxicity and Dangers.—Dozens of reports 
of chlorpromazine jaundice, agranulocytosis, 
and Parkinsonism have been published. 
Parkinsonism, the most common of the 
major complications encountered with both 
reserpine and chlorpromazine, appears to be 
related to duration of treatment and to dos- 
age, and is reversible when the medication 
is reduced or stopped. Susceptible indi- 
viduals moreover seem to develop the same 
Parkinsonian reaction regardless of which 
drug is used(25). oth chlorpromazine 
jaundice and agranulocytosis are more seri- 
ous matters. The jaundice(26-29) is said 
to occur in 3-5% of the patients treated, but 
less obvious forms of liver trouble occur 
much more often. Needle biopsies( 30) reveal 
a distinctive picture, supposedly differing 
from ordinary external biliary obstruction, 
and marked by mild reversible centrilobular 
cell injury, with the bile stasis confined to 
the central biliary canaliculi. Some workers 
(31), on the basis of animal experimenta- 
tion, ascribe these changes to depressed duo- 


denal motility, resulting in increased resist- 
ance of the choledochoduodenal sphincter, 
and in biliary stasis. Though a case of acute 
and fatal liver necrosis in a patient receiv- 
ing 1,600 mg. daily has been reported(32), 
the agranulocytosis (33-36) is the more dan- 
gerous but fortunately less common com- 
plication, probably occurring no more than 
once in 500 cases. It has been obs«rved after 
doses as small as 100 to 200 mg. per day, and 
is supposed to be a sensitization phenomenon. 

Of the two drugs reserpine is the less 
toxic. Aside from the Parkinsonism it so 
often induces, the gastrointestinal complica- 
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tions require special caution. Reserpine has 
been shown to induce a marked increase in 
gastric acidity(37) and fatalities from per- 
forated ulcers have occurred(38). Unless 
routine airways and positive pressure breath- 
ing are used, the combination of either drug 
with EST is dangerous and has resulted in 
a number of deaths, For safety several days 
should be allowed to elapse after drug admin- 
istration before EST is given, though Ayd 
thinks that with small or moderate doses 
given the day before there is no special 
danger (39-42). 

Cohen finds that various complications, 
usually mild, will occur in 50% of his chlor- 
promazine cases when more than 200 mg. 
per day is administered(43). Vivid dreams 
at night and feelings of depersonaliza- 
tion(44) during the day are fairly common. 
Severe headache may result(45). Among 
some of the newer side-effects reported may 
be mentioned asymptomatic papilledema, 
oculogyric crises(46), amenorrhea and es- 
trogen deficiency(47). Promazine, which 
lacks the chlorine radical, is said to be equally 
effective but less toxic, though it can induce 
all the complications of chlorpromazine, in- 
cluding agranulocytosis(48). Similar claims 
of beneficence and nontoxicity are being 
made for another new synthetic, hydroxyzine 
hydrochloride, marketed as Atarax( 49). 
Another phenothiazin derivative with simi- 
lar action, N-methylpiperidyl-(3)-methyl- 
phenothiazin, has been introduced as Pacatal 
in this country. 

Because of the distressing frequency of 
side-effects some workers would limit the 
indications for chlorpromazine, and advise 
against its common or routine use to treat 
or prevent vomiting(50). Ten percent of 
the hypertensive patients given 0.5 mg. to 
3 mg. a day of reserpine developed depres- 
sive reactions(51). A number of instances 
of exacerbations of psychoses or anxiety 
have been described. When used during 
labor, doses of less than 150 mg. of chlor- 
promazine scarcely relieve the pain, and 
larger doses induce inertia and harmful pro- 
longation of labor(52). Signs of reserpine 
toxicity, consisting of lethargy, anorexia and 
nasal discharge have been found in new-born 
infants whose mothers were given reser- 


pine(53). 


Indications and Dosage.—Vogt found no 
significant difference in the clinical effect of 
chlorpromazine and reserpine(54). Kehoe 
and Pollard(55) did not find it necessary to 
prescribe more than 250 to 300 mg. per day 
of chlorpromazine for their psychotic pa- 
tients and recognized no advantages in intra- 
muscular injections except for the ease of 
administration in certain cases. Others how- 
ever warn against excessively timid doses. 
l‘or most psychotic subjects a beginning dose 
of 300 mg. with gradual increments to 500 
to 600 mg. over several months has been 
recommended, with a 50% reduction of dose 
for parenteral administration(56). Kur- 
land(57) found 3 mg. to 6 mg. a day of 
reserpine adequate in his large series of 
cases. Freeman, Arnold and Cline(58) did 
not see good enough responses in their pa- 
tients until they reached 8 mg. a day for 
reserpine and 800 mg. a day for chlorpro- 
mazine. No doubt considerable individualiza- 
tion is required. Clorpromazine is the more 
powerful and reliable agent, but reserpine can 
he substituted or added if toxic symptoms 
appear(59). The chronic patients of Rinaldi, 
Rudy and Himwich(60) did somewhat bet- 
ter on reserpine (4 mg.) than on chlorpro- 
mazine (400 mg.). A combination of both 
drugs is recommended for chronic deteri- 
orated cases. Most authors think the initial 
course of treatment should continue for at 
least 3 months. Pollack(61) found that 
small maintenance doses of 50 mg. to 200 mg. 
per day of chlorpromazine reduced the re- 
lapse rate below 20%. Barsa and Kline(62) 
used 3 mg. a day of reserpine for mainte- 
nance in one series of cases. If this is taken 
at bedtime patients will have minimum side- 
effects and least interference with work (63). 

Quite aside from acute toxicity, the effects 
of long-term administration are just begin- 
ning to be known. In cases carried on mod- 
erate doses of chlorpromazine (150 mg. to 
400 mg. a day) and promethazine (75 mg. 
to 150 mg.) for more than a year, Lassenius 
and Osterman(64) found obesity a serious 
complication, associated in half the cases with 
a fatty degeneration of the liver demonstrable 
by liver biopsies. These authors recommend 
both caloric restriction and the use of lipo- 
tropic substances as preventatives. 

For the neurotic patient, one group of 
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workers(65) found that 1.5 mg. of reserpine 
per day was better than 90 mg. of phenobar- 
bital in allaying anxiety, but meprobamate 
(3,200 mg.) was the most effective and best- 
tolerated sedative. In a double blind experi- 
ment chlorpromazine was found to be effec- 
tive in allaying anxiety(66). But in another 
well-planned experiment, Schrut found that 
neither chlorpromazine (100 mg.) nor reser- 
pine (2 mg.) surpassed phenobarbital (120 
mg.) in relieving the ordinary anxiety mani- 
festations of a variety of neurotic and psy- 
chotic subjects. 

Both chlorpromazine and especially reser- 
pine can induce depressive reactions, some- 
times of serious severity. Paradoxically 
the drugs also appear to be of some value 
in relieving certain cases of depression 
particularly when associated with marked 
agitation and anxiety. They are of doubtful 
value, or contraindicated, in the opinion of 
most authors, in the ordinary akinetic or 
apathetic depression. Though Denber and 
Bird(68-70) argue that many of their suc- 
cessful cases had prominent depressive symp- 
toms, they describe only 6 of them as “re- 
tarded depressions,” and we do not know 
how many months it took them to recover. 

Since reserpine is more likely to exacerbate 
a depression, chlorpromazine is to be pre- 
ferred in these cases, and is generally best in 
other acute or florid psychoses(71). In the 
management of refractory hyperexcitable 
states a combination of pentobarbital and 
chlorpromazine works well(72). 

Serotonin.—Eleven volunteer physicians 
at the Mayo Clinic who developed psychotic 
symptoms under mescaline and LSD-25 were 
promptly cured by intramuscular chlorpro- 
mazine(73). However, the theory that ex- 
perimental psychoses and their neutralization 
depend on the absence or presence of brain 
serotonin(74, 75) was disproved by the 
preparation of a new substance which, like 
LSD, antagonizes serotonin but does not in- 
duce psychosis or indeed any abnormal men- 
tal change in man even with very large 
doses(76). Chlorpromazine moreover, un- 
like reserpine, does not serve to release sero- 
tonin, while mescaline and bufotenine, both 
hallucinogenic, do not antagonize serotonin 
activity(77). 

Frenquel, Meprobamate, Amphetamines.— 


Further work with Frenquel has been dis- 
appointing(78). It is less helpful than chlor- 
promazine in chronic schizophrenia and 
seems to have little advantage if any over 
chlorpromazine even selected acute 
cases(79), though very good results have 
been achieved with Frenquel in the manage- 
ment of acute alcoholic hallucinosis(8o). 
Similarly meprobamate is of little value in 
chronic psychoses, except perhaps as an ad- 
juvant to chlorpromazine(81). Its chief use 
is in allaying tension, especially muscular 
tension(82). Turvey(82) reports especially 
good results with it in alcoholics. Ritalin is 
of no value in chronic schizophrenia(&4), 
but—like methamphetamine (Desoxyn)— 
may relieve depressive symptoms. Ru- 
dolf(85) thinks it is sufficiently effective to 
justify a prior trial, unless there is an urgent 
suicidal threat, before shock treatment is re- 
sorted to. Rothman and Sward(86) com- 
bine it with thiopental sodium to increase 
accessibility in psychotherapeutic sessions. 

Thyroid and Steroids.—-\Vbrack(87)_ re- 
corded the thyroid radio-iodine uptake in 43 
chronic schizophrenics who displayed some 
abnormalities in thyroid function and found 
he could improve the condition of a third of 
those with hyperactive thyroids by admin- 
istering thiouracil. Hypothyroid individuals 
were less responsive to thyroid medication, 
A group of Italian workers(88) report in- 
creased steroid production in association 
with premenstrual tension. Acting on the 
assumption that these patients have a special 
sensitivity to their own progesterone Sim- 
mons(8g) administered hyposensitizing oral 
doses of pregnanediol to a series of 288 cases, 
with relief to over four-fifths of them and 
without bad side-effects. 

Steroids, which have already been used 
with some success in alcoholism(go), are 
likely to prove quite important in psychiatry. 
It has been known for some time that cor- 
ticoids and related compounds as well as 
progesterone can induce anesthesia in ani- 
mals and man(9g1). Recently a new syn- 
thetic steroid hydroxydione (Viadril) has 
been used in man(g2, 93). In therapeutic 
doses it abolishes sensitivity to pain, dulls 
reflexes and produces muscular relaxation 
and sleep, all without undue depression of 
either respiration or circulation. Effective 
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doses apparently have no other significant 
hormonal activity. 
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PSYCHOSURGERY 
WALTER FREEMAN, M.D., Pu.D., Los Atros, Cauir. 


Egas Moniz died in December 1955, full 
of years and honors. He lived to see his 
discovery of cerebral angiography widely 
adopted, and his discovery of psychosurgery 
still a vast field for exploration and a battle- 
ground of divergent views. His widespread 
interests are listed in several biographic 
notes (2, 7, 13). 

The enthusiastic application of the tran- 
quilizing drugs in emotionally disturbed pa- 
tients has eclipsed psychosurgery, at least 
for the moment. Comparison of the effects 
of the two methods of treatment must await 
further researches. Sargant(20) notes that 
the two most widely used chemical tran- 
quilizers are taxed in England, under the 
National Health Service, to supply more 
recent drugs to the people. He refers to 
alcohol and tobacco. Petrie and Lebeau(15) 
compared the effects of chlorpromazine, va- 
rious types of leucotomy and cingulectomy 
with their standardized tests. Chlorproma- 
zine produced increased introversion, lo- 
botomy extraversion. Patients on chlorpro- 
mazine showed no reduction on tests for 


intelligence, while those undergoing standard 
prefrontal lobotomy did so. The only point 
of resemblance in the action of the two 
methods lay in the direction of decreased 
neuroticism. “On three of the five variables, 
it is more than ten times greater after the 
operation than after the drug.” Cingulec- 
tomy produced changes much like those of 
chlorpromazine. 

The monograph by Tow(24) presents 36 
patients before and after leucotomy. These 
patients were selected particularly for their 
good personality preservation. The opera- 
tions, however, were too extensive for good 
clinical results. The comprehensive studies 
revealed massive defects in many fields both 
intellectual and personal. The great defect 
in the topectomy study(12) lies in the choice 
of patient material, 75% of the patients be- 
ing markedly or very markedly deteriorated. 
Conclusions based upon such material must 
fail to throw much light upon either the 
effects of psychosurgery or upon the func- 
tions of the frontal lobes. Pippard(16, 17, 
18, 19) in several articles deals with non- 
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deteriorated patients operated upon con- 
servatively, with superior results. Secondary 
operations are seldom worthwhile, and some- 
times disastrous. In a recent article, [Eli- 
thorn and Slater(5) obtained views of pa- 
tients and their relatives in regard to the 
value of operations. In 103 cases, 66 pa- 
tients were glad they had been operated upon 
and 11 regretted it. Of 93 relatives ques- 
tioned, 72 thought the patient had benefitted 
and 11 thought the patient was worse. Good 
results were reported more often after stand- 
ard operations, and the incidence of bad ef- 
fects was only slightly higher. Tubery(25) 
studied the occupational readjustments of 12 
patients and came to the conclusion that lo- 
hotomized patients have not suffered reduc- 
tion due to operation. Most of his thesis is 
devoted to the question of why people go to 
work anyhow. 

Operative Refinements.—The production 
of focal lesions in the depth of the brain by 
means of ultrasound is reported by Fry and 
his colleagues(8a). The lesions produced in 
animals by multiple transducers are extra- 
ordinarily sharp and accurately localized, 
without damage to the cortex or neighboring 
structures. This method appears very prom- 
ising though complex. Thalamotomy, as re- 
ported by Spiegel et al.(23), using stereo- 
taxic apparatus, produces a remarkably high 
incidence of disorientation and memory loss, 
together with many other symptoms. They 
stress the value of combined frontal and 
thalamic operations when the first procedure 
has failed, since about half the patients have 
heen benefitted by the secondary operation. 
lectrocoagulation of the basal medial quad- 
rants of the frontal lobes has been praised 
by Ayd(1) as well as Ferey(6), and a fur- 
ther report has been made by Grantham and 
Segerberg(10) on the basis of 204 opera- 
tions in 153 patients. The results are a little 
better than average. Equally good results 
are reported by Benincasa Stagni(3) with 
stereotaxic severing of the anterior limb of 
the internal capsule. 

Painful and psychosomatic 
sometimes yield dramatically to frontal lobe 
operations. According to Grantham(1o), 
“We think it is the only operative procedure 
which has a chance of changing the course 
of their illness to a more comfortable one.” 


conditions 


Ulcerative colitis may react in spectacular 
fashion to lobotomy(11, 26). In the treat- 
ment of the patient with both mental dis- 
order and tuberculosis, lobotomy has proved 
far superior to electroshock(4). Of 57 pa- 
tients treated by transorbital lobotomy, 41 
were active cases, 19 advanced, and 4 criti- 
cal. Clinical improvement, as indicated by 
weight gain, improved management and bet- 
ter cooperation resulted in half the patients, 
with stabilization in another third. Roent- 
genograms were considered to show im- 
provement in 84%. The authors have this 
to say about the clinical effects of surgery 
as compared with drugs in the doubly sick 
patients ; 

Reserpine and chlorpromazine are now widely used 
in this hospital. The drugs’ effects are not lasting, 
and the effects are characterized by drowsines, 
general weakness which ranges from mild lassitude 
to profound prostration. The pulse rate slows and 
the blood pressure falls. Patients perspire pro- 
fusely, wtih signs of circulatory collapse, though 
no fatalities have occurred. Appetites are impaired 
because of gastrointestinal upsets. Many patients 
cannot get out of bed. The lobotomized patients 
appear happier. They rest well and enjoy both 
physical and mental relaxation. Comparison of pa- 
tients treated by lobotomy and those treated by 
drugs shows that the operated patients are somewhat 
less disturbed, and more lobotomized patients have 
been released from the hospital. 


Depth Electrography.—Sem-Jacobsen and 
his colleagues have continued their studies 
of depth recordings preliminary to lobotomy. 
In a particularly illuminating study(22) they 
have picked up gross alterations in the usual 
wave forms during periods when the patients 
were hallucinating. Sometimes these disturb- 
ances were in the frontal lobe, sometimes in 
the parietal, and they showed little tendency 
to spread. Talking to voices without emo- 
tional discharge was accompanied by 
changed wave patterns from the temporal 
lobe. From the standpoint of practicality, 
these studies led the surgeon to sever con- 
nections in the basal medial part of the 
frontal lobes, with satisfactory results in 
80%. 

Follow-up Studies.—According to Paul 
et al.(14), 5 years after lobotomy, 54% of 
the bi-medial group were working full time. 
Results were less satisfactory in the patients 
subjected to bilateral or unilateral lobotomy. 
Thus there is improvement in the status of 
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patients over the 1-year follow-up period. 
Gaches and LeBeau(g) on the basis of 50 
patients followed for a similar period found 
good to excellent results in 70%. They 
found no reduction in intelligence, but al- 
ways reduction in neuroticism. Extraversion 
was increased after operations on the con- 
vexity, and introversion by operations on the 
cingulum, “In each case the modification of 
the personality may be considered an im- 
provement since it brings the patient closer 
to normal on the introversion—extraversion 
scale.” Schwarz(21) is pessimistic on the 
basis of a 6-year stucy of 45 patients. Frey- 
han(8) notes that since 1940 there has been 
a doubling of releases from the mental 
hospital : 

The beneficial impact of specific therapies appears 
inseparable from compensatory capacities possessed 
by favorably responding patients. . .. The malig- 
nant pattern of chronicity could not be reliably pre- 


dicted on grounds of onset or personality, nor 
averted by therapeutic efforts. 
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CHILD PSYCHIATRY. MENTAL DEFICIENCY 


LEO KANNER, M.D., ano LEON EISENBERG, M.D. 
Battimore, Mb. 


CHILD PSYCHIATRY 

The growing interest in child psychiatry 
is reflected in a bibliography progressively 
larger at each year’s end. The reviewers 
must emulate Procrustes, lopping off ap- 
pendages, however vital, that protrude be- 
yond these allotted confines. 

Books.—Near the top of any list of the 
year’s publication will be found the proceed- 


ings(1) of the Toronto International Insti- 
tute on emotional problems of the preschool 
child (reviewed in this Journal, 113: 285, 
1956). Similarly valuable are the American 
Psychopathological Association’s volume on 
childhood(2), the A.R.N.M.D. publication 
on neurology and psychiatry in childhood 
(3), the W.F.M.H. Chichester Seminar on 
mental health and infant development (4), the 
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U.N.E.S.C.O. conference on education and 
mental health(5) and the official statement 
of the Committee on Maladjusted Children 
in England(6). The psychoanalytic litera- 
ture was enriched by the contributions of 
Lrody on patterns of mothering(7), Lipp- 
man on the vicissitudes of psychotherapy (8), 
and the annual volume issued by the Inter- 
national Universities Press(g). Murphy(10) 
contributed a rich and perceptive study of 
personality in young children and Gesell 
et al.(11) extended their systematic studies 
to adolescence. A new edition of Lemkau’s 
excellent text(12) took us beyond clinical 
horizons to public health concepts, of which 
the implications for social action were spelled 
out by Stevenson(13). Goldfarb and Dor- 
sen(14) provided a useful annotated bibli- 
ography of childhood schizophrenia; how- 
ever, its value would have been enhanced 
by the inclusion of contributions from other 
than English-speaking countries. A_ lucid 
and thoroughly documented monograph by 
Rogers et al.(15) traced the relationship be- 
tween prenatal and paranatal factors and be- 
havior disorders. Slavson’s volume(16) 
touched on group psychotherapy with 
children. 

Periodicals.—The concept of maternal de- 
privation(17), introduced by the pioneering 
efforts of Bakwin(18), Spitz(1g), Gold- 
farb(20) and Bowlby(21), has become part 
of contemporary psychiatric theory, as indi- 
cated in the W.H.O. report on the hospital- 
ized child(22). There is, however, insuffi- 
cient recognition of the gaps in our 
knowledge that preclude the prediction of a 
one-to-one relationship between deprivation 
and subsequent behavior, as Glaser and 
Kisenberg(23) point out. The work of 
Spitz(19, 24-17), widely regarded as pro- 
viding experimental underpinnings, was 
severely challenged on methodological 
grounds by Pinneau(28-30).  Klacken- 
berg (31), though reporting mild retardation 
on the Buhler-Hetzer scale in institution- 
alized infants, failed to note ‘‘anaclitic de- 
pression.” Klatskin ef al.( 32) demonstrated 
correlations between certain child-rearing 
practices and behavior pathology, and Jack- 
son et al.(33) between the incidence of 
breast feeding and hospital and social prac- 
tices. Opler(34) considered the impact of 


ethnic factors on child care and Opler and 
Singer(35) on behavior pathology. The in- 
genious experiments of Birch( 36) brought 
into clear relief experiential elements in the 
genesis of maternal behavior in animals. 

Research in schizophrenia continued to oc- 
cupy a central position. Kohn and Clau- 
sen(37) and Lidz et al.(38) reported data 
indicating inadequacies in the fathers of 
schizophrenic patients, but wisely cautioned 
against assigning an etiologic role too 
readily to these observations. Kallmann and 
Roth(39) and Bender and Grugett(40) im- 
plicated hereditary and “endogenous” fac- 
tors. Diagnostic differentiation, reviewed by 
Hirschberg and Bryant(41), remains a vex- 
ing problem, as indicated by the viewpoint 
of Szurek(42) who, following the lead of 
Rank(43), disputed the usefulness of sharp 
lines of demarcation between patterns of 
deviant behavior (including organic syn- 
dromes), whereas Eisenberg and Kan- 
ner(44) insisted upon the importance of 
isolating clinical syndromes as the sine qua 
non of further research. Elkisch( 45), Liver- 
more(46), Spotnitz et al.(47), Bender( 48) 
and Bettelheim(49) reported the treatment 
of childhood schizophrenics from widely 
varying theoretical viewpoints. Eisenberg 
(50) analyzed the clinical outcome of 63 
autistic children after a mean follow-up 
period of g years and noted the prognos- 
tic significance of language development. 
Popella(51) allied himself with van Kreve- 
lan(52) in contending that infantile autism 
is oligophrenia with affective defect. Gold- 
farb et al.(53) contributed an interesting 
analysis of the speech pathology of schizo- 
phrenic children. 

Organic factors came in for increased at- 
tention. Nissen’s painstaking observations 
at the Yerkes primate laboratories(54) re- 
vealed differences in behavior that have no 
apparent source in differential experience. 
Richmond and Lustman(55) detected innate 
differences in the autonomic responses of 
neonates. Pasamanick, Lilienfeld, and col- 
laborators, on the basis of an elegantly con- 
ceived series of epidemiologic investiga- 
tions( 56-61 ) that bid well to become classics, 
conceptualized “a continuum of reproductive 
casualty,” extending from fetal and neonatal 
death through cerebral palsy, mental defi- 
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ciency and epilepsy to behavior disorders. 
The incisive experimental and clinical in- 
vestigations of Morrell et al.(62-164) and 
the psychological studies of Quadfasel and 
Pruyser(65) indicated interseizure behav- 
ioral and intellectual dysfunction in patients 
with focal and psychomotor epilepsy, respec- 
tively. Hardy(66) brought to attention the 
complexity of what is subsumed under the 
clinical term “deafness” and the behavioral 
consequences thereof. Two outstanding 
studies, one by Ingram and Reid(67), the 
other by Rabinovitch et al.(68), stressed the 
organic elements in reading disability; the 
latter authors advanced a useful dichotomy 
into primary (“organic”) and secondary 
(“emotional”) reading retardation. Freed- 
man et al.(69), Freed and Peifer(7o, 71), 
and Hunt et al.(72) reported on the value 
of pharmacotherapy in behavior disorders. 

The data of Bleuler and Wiedeman(73) 
corroborated the thesis of Money et al.(74) 
that chromosomal factors play no direct role 
in determining psychosexual identification. 
Litin et al. elaborated further their conten- 
tion that unconscious trends in certain par- 
ents result in aberrant sexual behavior in 
their children and provide vicarious gratifi- 
cation to the parents’ perverse instinct life. 
Juvenile delinquency was considered in an 
excellent symposium in Pediatrics (76-78), in 
the further efforts of Glueck(79) to test a 
predictive scale, and in a follow-up study 
of psychotherapeutic results(80). Morris 
et al.(81) noted an almost uniformly poor 
outcome in the follow-up of children with 
aggressive behavior disorders, whereas Cun- 
ningham et al.(82), on the basis of telephone 
reports from mothers, found two-thirds of 
children treated in a psychiatric outpatient 
clinic showing benefit 5 years later. Sym- 
posia on desegregation (83), residential treat- 
ment(84), therapeutic play techniques(85), 
qualifications for psychotherapists(86) and 
poliomyelitis(87) should also be noted. 
Cameron(88) proposed a basis for categori- 
zation of disturbed behavior. Decker et al. 
(8) described group therapy for adolescents. 


The pediatric literature, in addition to the 
articles already noted, included an exciting 
report by Korsch(go) on Levy’s Attitude 
Study Project, by Hinman and Dickey(91) 
on breath-holding spells, by Ferrer(92) on 


attitudinal reflexes in the newborn, by Eisen- 
berg(93) on the parent-child relationship 
and the role of the family physician, by 
Palermo(94) and Brazelton(g5) on thumb- 
sucking and an educational symposium, 
chaired by Senn(g6), on psychologic aspects 
of the care of infants and children. 


MENTAL DEFICIENCY 


This has been an exciting year of progress. 
Kalckar’s group(97) isolated the specific 
enzymatic defect in congenital galactosemia : 
the total lack in red cells of phosphate 
galactose uridyl transferase. The diagnosis 
may now be made by a simple spectro- 
photometric procedure without recourse to 
the hazardous galactose tolerance test. 
Bickel et al.(g8), Tyler and Armstrong(99, 
100), Woolf et al.(101) and Horner and 
Streamer(102) reported the beneficial influ- 
ence of a phenylalanine-free diet on phenyl- 
ketonurics, and Meister et al.(103) the ef- 
fect of feeding L-glutamine to such patients. 
Krivit and Good(104) and Merritt and 
Harris(105), noting the concurrence of leu- 
kemia and mongolism beyond statistical ex- 
pectation, suggested the origin of leukemia 
in fetal injury at the 6- to 9-week stage when 
mongolism is thought to have its genesis. 
Blizzard et al.(106) stressed the importance 
of early diagnosis in hypothyroidism since 
the degree of cerebral damage is proportional 
to the severity and duration of the hypo- 
thyroid state in infancy. Money( 107) identi- 
fied the variables controlling the ultimate 
1.Q. in the hypothyroid patient: family 1.Q. 
distribution, age of thyroid failure, duration 
of athyreosis, and the adequacy of sub- 
stitution therapy. Lilienfeld and Pasa- 
manick(108) identified pre-, para-, and 
neonatal factors in the genesis of mental de- 
ficiency. Knobloch et al.(109) reported the 
neuropsychiatric sequellae of prematurity. 
MacColl(110), Bair and Herold(111), and 
Rettig(112) described good results in the 
management of hyperactive retarded chil- 
dren with chlorpromazine, but Kirk and 
jauer(113) found that reserpine had, if 
anything a deterimental effect. 

Walter ef al.(114) applied activation tech- 
niques to EEG studies in the retarded and 
Weiner and Schuster(115) were able to 
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demonstrate a correlation between degree 
of dementia and degree of EEG slowing. 
Wishik(116) surveyed the prevalence of 
handicap (including mental handicap) 
among children in Georgia. Tarjan and 
Korbes(117) described a preadmission diag- 
nostic service for the retarded. Gam- 
storp(118) presented a comprehensive mon- 
ograph on the syndrome adynamica episodica 
hereditaria, Wortis(119) attacked the con- 
cept of the brain-injured child and Kan- 
ner(120) warned against misuse of the term 
“emotional block.” 

Under the sponsorship of the N.A.R.C, 
and the N.I.M.H., a series of training insti- 
tutes on retardation were held in New 
York(121), Minnesota(122) and North 
Carolina, with others in progress. Slobody’s 
chapter in Michael-Smith’s text(123) is an 
excellent diagnostic compendium. The books 
by Cruikshank(124) and Kirk et al.(125) 
are important additions to the general litera- 
ture on retardation, and by Strauss and Kep- 
hart(126) and Bender(127) to the medical 
literature on brain-injured children. 
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Proceedings of the In- 
Deficiency, Feb. 2-4, 1956 


The year 1956 is the fiftieth anniversary 
of the report by Wassermann, Neisser, and 
Bruck(1) of a complement fixation test for 
syphilis in apes using a tissue lipid antigen, 
and the independent report 2 weeks later by 
Detre(2) of positive results of such a test 
in human syphilis. Number 5 of volume 73 
of the Archives of Dermatology is devoted 
to comment and reminiscence about the Was- 
sermann test and its profound effect upon 
mankind. Hect(3) recounts the circum- 
stances of the early work and Kolmer(4) 
reviews subsequent developments down to 
the Treponema Pallidum Immune-Adher- 
ence Test of 1952. 

Alcoholic extracts of nonsyphilitic organs 
were shown to be more “specific” and more 
sensitive as antigens than the original saline 
extracts of syphilic liver, making it obvious 
that such serologic tests were not “specific.” 
Subsequent evidence of biologic false posi- 
tive (BFP) serologic results showed that a 
positive reaction should not be called “‘diag- 
nostic” with the implication of “diagnostic 
for syphilis.” The differing reactivities of 
the many modifications of complement fixa- 
tion, flocculation, and verification tests make 
it necessary that each test be reported by 
name and not by the too inclusive term, 
“Serologic Test for Syphilis” (STS). The 
antigen employed in the test must also be 
designated because some (Kline, Hinton, 
Mazzini) may use either lipoidal or cardio- 
lipin type of antigen which may give op- 
posite results. Because the units of reactivity 
of the tests vary, it is suggested that quanti- 
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tative reports should be given in dilution re- 
activity end points (dils). 

The technique for collecting serum for 
testing is simple but worth reviewing(5). 
To prevent hemolysis the syringe and 20- 
gauge needle should be sterile and dry. Do 
not use umbilical cord blood because it 
is nearly always infected and this vitiates 
serologic tests. A minimum of pressure 
should be used to accelerate blood flow into 
or out of the syringe. The needle should be 
removed fron: the syringe before filling the 
container for frothing must be avoided at all 
costs as it retards clotting and damages the 
red cells. The container must be chemically 
and bacteriologically clean and dry. Un- 
waxed corks are unsterile and their use is 
indefensible. Clotting occurs quickest if the 
blood is kept at 37° C. for one hour and at 
room temperature for an hour. Refrigera- 
tion delays clotting. The specimen should 
never be sent for transport until the blood 
has clotted. 

When a battery of serologic tests is used 
the variation in results may not be due to the 
differing sensitivities of the tests alone(6). 
It may reflect changes in the patient such as 
the development of an acute BFP with a 
fever, or the patient may develop syphilis be- 
fore the time of collection of the later speci- 
mens. Variation may also result from such 
factors of transportation as infection or he- 
Infection can be 
prevented by adding merthiolate or sodium 
azide to the serum. Hemolysis increases the 
amount of serum diluting the gamma globu- 
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lin (reactive part). One drop of blood per 
10 ml. of cerebrospinal fluid adds 20 mg. per 
cent of protein causing an abnormally high 
protein which may alter some serologic tests. 
Kactors within the testing laboratory may 
also affect the results. 

Syphilitic reagin apparently has at least 
two components. Dry gelatin placed in 
serum swells imbibing water and small mole- 
cule solutes. Kanner(7) found that comple- 
ment fixation tests were not affected by this 
and so depend on a large molecule reagin. 
However, flocculation tests’ (Kahn, Kline, 
and VDRI_) results varied depending on the 
concentration of gelatin, and must therefore 
depend on a small molecule “coreagin.” Lau- 
rell(&) separated Wassermann reagin anti- 
bodies by paper electrophoresis. The sero- 
logically positive components of primary 
syphilis were found in the gamma globulins. 
In secondary and tertiary syphilis the posi- 
tive serologic components were in the beta- 
two globulin only or in the beta-two and 
gamma globulin portions. The serologically 
positive components of BFP sera were in 
either or both fractions and so electropho- 
retic fractionation cannot be used for a veri- 
fication test with lipid antigen. 

Siglogically False Positive Reaction — 
“Biologically false positive” (BFP) reaction 
is used to denote the reactivity with lipoidal 
and cardiolipin antigens of sera from patients 
who do not have treponematosis. BFP’s be- 
come proportionately more frequent as true 
syphilis decreases in the community. The 
actual mechanism causing BFP is unknown. 
The etiologic relationship of altered serum 
protein fractions is unproved. Apparently 
some individuals have a labile immunological 
reaction. Cruder lipoidal antigens more fre- 
quently give false positive reactions (in ma- 
laria the Kahn test gives 80% BI P’s, the 
VDRL, 4%). Certain stages of diseases are 
more apt to give BFP reactions. The more 
kinds of tests and the more frequently the 
tests are done the higher will be the fre- 
quency of BFP reactions. 

The serologist determines whether the pa- 
tient is a serologic reactor; the clinician de- 


termines the significance of the serologic re- 
actions(9). Kostant(10) lists the many 
known causes of BFP reactions and suggests 


the following management of possible BFP 
reactions : 

(1) Repeat quantitative serologic tests. 
Acute BFP reactions usually give low titres 
which decline in 2 to 6 months. Chronic 
BP reactions are of higher titre and remain 
steady. 

(2) Use a battery of tests. If those using 
crude lipoidal antigen are positive and those 
using cardiolipin are negative, one is prob- 
ably dealing with BFP. If the titre is equal 
or higher with the cardiolipin there is greater 
likelihood of syphilis. 

(3) Attempt to discover diseases capable 
of causing a BFP. This is especially neces- 
sary with chronic bP where the underlying 
disease may be serious (serum protein 
studies, erythrocyte sedimentation rate, 
search for lupus erythematosus cells, liver 
function tests, urinalysis and hemogram). 

(4) If the above investigations are incon- 
clusive, check with a TPI or TPIA test. In 
pregnancy a suspected KI*P reaction should 
be checked immediately with a TPI test. 

(5) If these studies cannot be done, or 
if the patient is not cooperative, treat to pre- 
vent late syphilitic sequellae, consider as 
latent syphilis, and follow up accordingly 
(a chronic BFP may be correctly identified 
even after and in spite of antisyphilitic treat- 
ment). 

Zellman(11) reports 3 cases of chronic 
BFP reactions in blood and spinal fluid with 
negative TPI test in both. The patients had 
respectively a glioma, Lock’s sarcoid, and 
granulomas of the orbit. 

Treponema Pallidum Immobilization 
(TPI) Test.—Electronmicroscopy discloses 
an altered morphology of treponemes immo- 
bilized in the TPI test(12). The changes are 
thought to be prelytic phenomena. 

The TPI test is not yet standardized and 
the results from different laboratories are 
not comparable. Its specificity is nearly 
100% in syphilitic, normal, and BF pa 
tients, and those with diseases other than 
syphilis(13). It was inconclusive in less than 
1% of a recent series of 1,844 cases, 75% 
of which were considered BI'P by other 
tests(14). However, nontreponemal positive 
reactions may occur with the TPI test. 

The TPI test becomes positive about the 
fifth week after infection with syphilis and 
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is positive in 60% of cases with primary 
syphilis; in go% of secondary syphilis, and 
nearly 100% in later stages, including con- 
genital syphilis. Both the STS and TPI test 
may persist positive for life but even the 
TPI may become negative without treat- 
ment(16). 

Early treatment of syphilis may prevent 
an STS or TPI test from becoming positive 
even though given so late as not to prevent 
a chancre, Treatment of seropositive pri- 
mary syphilis reverses the TPI in 9-12 
months (STS in 6 months) except in the 
case of reinfection. Treatment of secondary 
syphilis reverses the TPI in 18-24 months 
(STS in 12-18 months). Following treat- 
ment in later stages, the longer the syphilis 
is present before treatment, the longer the 
TPI remains positive(17). In spite of treat- 
ment the TPI remains positive in 85% of 
clinically proved syphilis(14). 

In primary, secondary and symptomatic 
late syphilis the STS and TPI tests are in 
ayreement and use of the TPI test as a rou- 
tine is not indicated. Indeed quantitative 
STS are more reliable for following recovery 
from treatment than is the TP1I(15). lor 
the inoculation of dead treponemes causes a 
rise in ‘IPI but no change in STS, and the 
inoculation of live treponemes causes a 
slower rise in titre of TPI test than STS. 

In latent syphilis when repeated TPI tests 
are negative the diagnosis of syphilis is 
suspect. 

The TPI test uses a somewhat risky, live 
antigen of unknown and variable sensitivity 
for each day’s test. It was hoped the Trepo- 
nema Pallidum Agglutination (TPA) (18) 
and Treponema Pallidum Immune-Adher- 
ence (TPIA)(1g) tests would be more ex- 
act, safer, briefer, and less expensive. As 
yet, however, neither has diagnostic value 
equal to the TPI test. Technical difficulties 
have not been fully overcome and their im- 
munological interpretation is not yet clear. 
Chemical fractionation of the T. Pallidum 
and the use of specific agglutinating fractions 
in serologic tests is the new research aim. 

Untreated Syphilis —A further report of 
the 20-year follow-up of untreated syphilitic 
male Negroes indicates that syphilis predis- 
poses to more severe or premature degenera- 
tive changes in the cardiovascular system al- 


though half of these changes are not syphi- 
litic. EKG and X-ray abnormalities while 
not specific for syphilis occurred more often 
in the syphilitic than in the control group. 
Of the 159 surviving syphilitic patients ex- 
amined 23 had evidence of late syphilis ; one- 
half, cardiovascular; one-quarter, neuro 
syphilis ; one-quarter, osseous syphilis. 

The figures of Gjestland(21) for the Oslo 
study of goo untreated syhilitic patients were 
similar, t.e., 10.4% had cardiovascular syphi- 
lis, and 5.5% had neurosyphilis (25 paretics, 
17 tabetics, 23 meningovascular). Syphilis 
was rarely the primary cause of death except 
in these 2 groups. He, too, found a 53% 
(males) to 63% (females) greater mortality 
among the syphilitic population than among 
his controls. However, he attributed this to 
the lower socio-economic class of these pa- 
tients and their greater exposure to other 
diseases. 

Congenital Syphilis. —Penicillin treatment 
of a syphilitic mother, even late in pregnancy, 
cures the child of infection in 95% of cases. 
Complement fixing and TPI antibodies pass 
the placenta whereas flocculation antibodies 
may not(17). Reagins in the child usually 
fall to normal in 4 to 6 weeks. A rising titre 
of reagin means active latent syphilis. Con- 
genital syphilitic interstitial keratitis may de- 
velop at 8 years but usually does not until 
puberty. There are so many other causes 
of interstitial keratitis that a TPI test should 
be used to confirm the diagnosis. 

In a study of the background of congenital 
syphilis MacFarlane, Johns and Schofield 
(22) emphasize 2 points. First, test every 
woman in every pregnancy, for 65% gave 
birth to their first syphilitic child after their 
first child and 20% at the fifth or later preg- 
nancy. Second, investigate the whole family, 
for one-fourth of their 254 congenital syphi- 
litics were found in this way and half of their 
534 contacts were found to have syphilis. 

Treatment.—Hahn et al.(23) report a 6- 
to 7-year follow-up of penicillin treatment 
of asymptomatic central nervous system 
syphilis in 765 patients, 264 of whom had 
no previous treatment. Only 4.4% received 
less than 2.4 million units of penicil- 
lin. The only unequivocal treatment failure 
was one of these and he responded to re- 
treatment with larger doses of penicillin. One 
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patient had a Herxheimer-like reaction. 
“Progression” in 10 others consisted of 
minor neurologic and psychiatric changes 
none of which were incapacitating or asso- 
ciated with evidence of activity in the spinal 
fluid. It is believed that these probably 
represent recognition at the clinical level of 
manifestations of pre-existing subclinical 
neuraxis damage. It is concluded that peni- 
cillin alone is capable of curing asympto- 
matic neurosyphilis. 

A second paper(24) measures the results 
of treatment of the same group of patients 
by laboratory findings. A cell count below 
10 leucocytes or a total protein below 50 
milligrams per cent is not clearly abnormal. 
Of patients with an abnormal cell count be- 
fore treatment 50% were abnormal at 6 
months and 9% at 1 year. The latter repre- 
sents the maximum percent who may require 
retreatment. The response of cell count was 
equally good with 2.4 to 9 million units of 
penicillin. 

The total protein responded more slowly : 
50% abnormal at 6 months, 30% at 1 year, 
and no appreciable change thereafter. A per- 
sistently elevated protein is highly improb- 
able as an indication of a poor prognosis. 
While race and sex had no effect on the cell 
response, the total protein responded best 
in Negro women and least in white men, 
which is consistent with the known incidence 
of clinical parenchymatous syphilis in these 
groups. The response of the protein was 
slower with the smaller doses of penicillin. 

Cerebrospinal fluid serologic improvement 
was greater the younger the patient and the 
shorter the duration of the infection. The 
serologic response in the blood did not ac- 
curately reflect the spinal fluid serologic re- 
sponse to penicillin treatment. 

Retreatment is not recommended on the 
basis of laboratory findings alone unless the 
cells increase significantly, remain unchanged 
at 6 months, or increase after having ap- 
proached normal after treatment. 

Chlorotetracyn and chloramphenical are 
about equally effective in the treatment of 
early syphilis but they do not approach the 
excellent results with penicillin(25). They 


should only be used when penicillin cannot 
be used, 

Barnett(26) reports clinical and X-ray 
evidence of cardiovascular syphilis in 41 
cases, I to 20 years after heavy metal therapy 
and in 3 patients, I to 5 years after “appar- 
ently adequate” amounts of penicillin. There 
was no correlation between serological and 
clinical outcome. He urges prolonged and 
meticulous follow-up even after adequate 
penicillin treatment. 
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ALCOHOLISM 


Alcoholism as a Medical Problem.—The 
proceedings of a recent conference sponsored 
by 2 large New York medical groups, has 
been published. It includes important ma- 
terial. Presenting the epidemiologic ap- 
proach, Gordon maintains that alcoholism 
should be studied as are other diseases, e.g., 
tuberculosis. First, the population should 
be divided into nondrinkers and drinkers; 
in this respect alcoholism is like polio- 
myelitis, nine-tenths of the cases of which 
do not produce clinical medical problems. 
The next task is to determine “what pro- 
portion of users of alcohol will eventually 
become alcoholics and what are the factors 
of host and environment. ”” Many char- 
acteristics of the host contribute directly to 
the incidence of alcoholism. For example, 
alcoholism “is determined by age, by sex, 
by ethnic group, and sometimes by race.” 
[extreme differences between the sexes, how- 
ever, appear in the rates of various countries. 
In the United States the ratio of alcoholic 
males to females is 6:1; in Great Britain, 
2:1; and in Scandinavia, 23:1. Regard- 
ing control of the problem, Gordon states: 
“No mass disease of man has ever been ade- 
quately controlled by attempt to treat the 
affected individual.” Ethical reasons require 
such treatment and some progress can be 
made ; “it is good clinical medicine but poor 
public health.” 

Of the few ecologic studies, Keller and 
Efron(4) report that in the United States 
the prevalence in 1953 of all degrees of alco- 
holism, calculated by the Jellinek formula, is 
44 million. The ratio of men to women al- 
coholics is §5.5:1; and the ratio of alco- 
holics (all degrees of alcoholism) per 100,000 
adult population is 4,390, and that of alco- 
holics with complications, 1,097. The re- 
ported rate of increase in alcoholism since 
1940 is 44%, an increase ascribed to better 
medical reporting. The Jellinek formula is 
judged to be statistically reliable. These 
authors(5) report estimates of the number 
of alcoholics with medical complications in 
big cities (over 100,000 population) in 1950, 
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as compared with 1940. In 1940, of the 6 
cities with the highest rates per 100,000 adult 
population, 5 were in California: San lran- 
cisco, 3,191 ; Sacramento, 2,052; San Diego, 
1,642; Dayton, 1,517; Oakland, 1,512; and 
Los Angeles, 1,490. In 1950 San Francisco 
is again first, with 4,190; Sacramento second 
with 2,780; Louisville, Kentucky, third, with 
2,380; and Boston fourth, with 2,020. Los 
Angeles, Oakland and San Diego, with rates 
approximately at 1,970, come next. These 
figures are all the more difficult to under- 
stand since Berkeley, across the Bay from 
San Francisco and contiguous with Oak- 
land, has a rate of only 470 per 100,000 adult 
population, 

Lemere’s(6) statistical study of about 
8,000 patients treated within a 20-year period 
in a private sanitarium shows an average 
male-female ratio of 7:6. The increased 
ratio of women patients, from 15:1 in the 
first 5 years to 5:6 in the last 5 years, is at- 
tributed to greater community acceptance of 
sanitarium treatment and more readiness of 
women to enter treatment. 

In the past decade 31 states have estab- 
lished rehabilitation programs for alcoholics 
and several others are considering plans. 
The states exchange information on the re- 
sults of those programs in annual confer- 
ences. 

Official figures in Sweden a year after the 
end of the 40-year hard liquor controls show 
125% national increase in drunkenness, 
more than 200% increase in big cities such 
as Stockholm, and 80% increase in women 
alcoholics(1). In France legislative con- 
trols on alcoholism are not enforced or lack 
effectiveness. Excessive mortality rates 
among men because of alcoholism are cited 
as part of the serious national problem. 

Pfeffer et al.(11) report that a clinic main- 
tained in New York City by 14 companies 
for treatment of alcoholism in employees had 
180 referrals in a 3-year period ; 122 (82% ) 
maintained their jobs during treatment. In- 
dustrial programs have in general reduced 
absenteeism and had a good prophylactic ef- 
fect on all employees. 

Numerous optimistic reports have ap- 
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peared on the use of the tranquilizing drugs 
in treatment of various alcoholic conditions. 
These reports, mostly without the use of 
controls, give little evidence that improve- 
ment was due to the specific use of the drug. 

Canadian workers(3) recommend citrated 
calcium carbimide (CCC) as superior to 
disulfiram because it has no side-effects and 
more rapid action. The results of Ber- 
man’s(2) controlled study of treatment of 
delirium tremens showed the conventional 
method of sedation with paraldehyde, vita- 
mins and fluid to be superior to the use of 
ACTH or of aureomycin. These results con- 
tradict “earlier reports of phenomenal bene- 
fits from the use of ACTH in the treatment 
of delirium tremens.” They “also fail to sup- 
port the theory that aureomycin may be valu- 
able in the treatment of delirium tremens by 
sterilizing the intestinal bacteria so as to 
reduce toxins inadequately detoxified by an 
alcohol-damaged liver.” 

Newman and Newman(10) found in a 
study of normal subjects that ordinary thera- 
peutic doses of dexedrine and caffeine do not 
effectively combat the depressant effect of 
alcohol on the nervous system. Richter(13), 
after finding that administration of thyroid 
extract greatly increased experimental rats’ 
appetite for sugar, tried it to induce a crav- 
ing for alcohol, but found just the opposite 
effect. The rats either greatly reduced or 
wholly stopped their intake of alcoholic 
beverages. Because hyperthyroid patients, 
whose own glands are producing excessive 
amounts of thyroid hormone, are very rarely 
alcoholic, Richter thinks a small daily dose 
might stop the alcoholic’s craving for liquor ; 
and trial of the treatment has begun. 

There are many favorable reports on the 
use of individual and group psychotherapy 
in the treatment of alcoholism. 

Levine’s(7) study of clinical records of 
80 alcoholics, most of them men, found di- 
minished interest in heterosexual relations. 
Lolli(8) considers the unsatisfied need for 
love and tenderness at the root of alcohol- 
ism; the protagonist of a Broadway play, 
Cat on a Hot Tin Roof, is cited as an ex- 
ample of a successful attempt to keep an al- 
most constant blood alcohol concentration, 
an alcoholic who has no reserve for any 
sexual behavior, hetero- or homosexual(g). 


According to Popham(12), in a survey of 
the 430 drivers involved in Toronto in 1954 
in traffic accidents and charged with im- 
paired or drunken driving, most were alco- 
holics and did not represent a random sam- 
ple of the driving population and the effects 
of alcohol. Likewise, in a Detroit study, 
10% of teenagers arrested for drunkenness 
had, as young adults, police records of ar- 
rests for drunkenness or committing crimes 
while drunk. A Philadelphia study showed 
a weekend pattern of homicide, with some 
evidence of a relationship to heavy liquor 
purchases, greater leisure and increased 
social intercourse. 

The American Foundation has just pub- 
lished a 2-volume study on Medical Research 
(14). Chapter 9 of Volume II is entitled 
“Alcoholism” and is a very comprehensive 
study of the research work that is being done 
on this subject. Anyone wishing up-to-date 
information on alcoholism should read this 
chapter. 
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GERIATRICS 


Population studies made by Jones(3) in- 
dicate 3 factors in the reduction of human 
longevity: (1) disease experience, especially 
in childhood, the residua of which tend to 
compound themselves; (2) tobacco smok- 
ing, which in males who average about one 
package of cigarettes daily decreases the life 
expectancy about 9 years compared with the 
total population ; and (3) exposure to radia- 
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tion, which decreases the life span by about 
15 days for each roentgen of whole body 
roentgens delivered. 

Experimental work done by McCay 
et al.(7) prolonged the life span and senes- 
cence of white rats by giving a diet deficient 
in calories but otherwise adequate ; the rats 
never attained normal adult size but lived 
as much as twice longer than rats fed the 
usual diet. Males and females had equal 
longevity although normal females live 
longer; there were fewer neoplasms; males 
were in general sterile and females less fer- 
tile. Stare(13) believes that a consistent diet 
of fewer calories, less fat and more protein 
than ordinarily, can delay physiologic aging 
and especially prevent obesity and athero- 
sclerosis. 

These human epidemiologic and animal 
experimental data suggest the bad effects of 
various procedures and habits. For example, 
feeding infants a high cz'oric diet may be 
life-shortening. 

Shurtleff’s(11) study of per capita death 
rates indicates that both male and female 


married persons at every age level live longer 


than do the unattached; and that bachelors, 
widowed and divorced men have substan- 
tially higher mortality rates than do married 
men, 

In their comparative study of male and fe- 
male mortality rates, Sowder and Bond(12) 
note that the excess of white male over fe- 
male death rates, by age groups, has steadily 
risen by decennial years for the period 
1900-50; faster in the past 30 years. The 
ratio of male over female death rates is high- 
est at ages 15-24 and again at 45-64. Men 
have a higher mortality rate from every 
major cause of death not sex-specific. The 
authors speculate that culture has much to 
do with the higher death rates in older men. 
Women perhaps adapt themselves better than 
do men to the artificialities of modern life. 
The excess of older females presents many 
social, medical and emotional problen as 
this review has pointed out before. 

Sandelius(g) describes female monozy- 
gotic twins, aged 99, the oldest twins of all 
time in Sweden and possibly the oldest iwins 
in the world. Twins rarely live to an ad- 
vanced age. These twins closely resemble 


each other somatically and mentally, and are 
reported to be in good mental condition. 

Lansing(6) considers that natural death 
is a new phenomenon in evolution, the price 
paid in multicellular animals for specializa- 
tion of structure and function. Still’s(14) 
work with the artificial kidney suggests that 
toxic nerve cells cause death, although dis- 
organization of the nervous-endocrine con- 
trol system can lead to death without de- 
stroying vital cells. A test battery used by 
Halstead(1) to compare 95 medical students 
with an average age of 25 and 165 high-level 
executives, aged 30 to 76, showed an average 
brain impairment index of 0.5 in the students 
and those executives with an average age 
of 50. Only 22 of the executives had an im- 
pairment higher than the highest in medical 
students. Kety(4) found no significant rela- 
tion between loss of mental acuity and de- 
crease in cerebral circulation and oxygen 
use. 

According to a study by Ernst ef al.(2) 
of 100 state hospital patients with organic 
brain syndrome, 44 needed state institutional 
care, and 19 the diagnostic facilities, after 
which they and the remainder could use 
other types of care. Emotional crises, seen 
in 85%, often coincide with the onset of 
chronic brain syndrome and lead to the pa- 
tient’s institutionalization. Several other 
state hospital studies estimate from 30% to 
6.5% as the proportion of elderly patients 
adapted to outside care. 

Numerous reports again concern the use 
of various tranquilizing drugs in the man- 
agement of the senile patient. More com- 
fortable, better management of disturbed, 
agitated patients was the main result. Con- 
flicting claims are again made for the use of 
oral metrazol. Meratran is reported to be a 
useful central stimulant, without autonomic 
side-effects, with some value as an antide- 
pressant in reactive and endogenous depres- 
sions. Sex hormone replacement in aging 
and elderly women is advocated by 2 investi- 
gators. ©'Neal and co-workers(8) ex- 
amined 109 patients who had attempted 
suicide, 19 of them aged 61-84. All 19 el- 
derly patients had a definite psychiatric dis- 
ease, 17 a psychosis; in the 90 younger pa- 
tients 23% had no diagnosable mental illness 
and 23% had a psychosis. Of the 19 patients 
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12 made serious suicidal attempts, and 2 
within a year killed themselves. The authors 
state that these elderly patients should be 
hospitalized, for prevention of suicide and 
for treatment of the underlying illness. This 
study strongly supports Batchelor’s findings, 
an independent study reported in last year’s 
review. 

Psychotherapy and analytic psychotherapy 
with elderly people are again reported to be 
successful with many such patients. 

The Bender visual motor test is reported 
by Lakin(5) to be a practical, quick means 
of assessing relative integration in the aged 
and appraising their present status and 
changes significant for prognosis. In Shapiro 
and co-workers’(10) study of 102 patients 
aged 69-92, the Bender Gestalt was con- 
sidered the only test to distinguish well be- 
tween functional and organic psychoses. The 
assumption that verbal ability in the elderly 
represents the best level of previous function- 
ing is questionable, according to Orme. The 
Wechsler subtest and Weigl test correlated 
well in testing 116 normal subjects aged 
above 60. 

In an excellent editorial Warbasse(15) 
points out that the aged need to know how 
to die—a subject not generally discussed. It 
is the physician’s duty to make the patient as 
comfortable as possible. Elderly persons 


should learn to think of death as a natural 
process, not as a punishment. “The wise do 
not lose the desire to sleep, nor the desire 
to die when the time comes.” 

“New Channels for the Golden Years,” 
issued by a New York State joint legislative 
committee, contains a series of articles on 
various problems of the aging. 

A symposium held in Cincinnati on “The 
Mind in Later Life” was issued as a part of 
the April 1956 Geriatrics. 
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EPILEPSY 
ELIZABETH G. FRENCH, M.D.,' Boston, Mass. 


With the recent publication of Epilepsy 
and the Law(1) a tremendous step has been 
taken toward correction of the many archaic 
laws that have contributed to the stigma as- 
sociated with epilepsy. Epilepsy laws have 
lagged far behind medical progress in un- 
derstanding epileptic phenomena and con- 
trolling the symptoms. Dean Roscoe L. Bar- 
row, of the University of Cincinnati School 
of Law, and Dr. Howard Fabing have col- 
laborated in a scholarly and exhaustive re- 
view of the laws of the 48 states with re- 

‘Instructor in pediatrics, Harvard Medical 
School; assistant physician and associate in the 
Seizure Unit, Children’s Medical Center, Boston, 
Mass. 


spect to marriage, drivers’ licenses, and 
employment of epileptics. Many states (13 
at the present time) have laws making mar- 
riage of people with epilepsy a crime, mak- 
ing sterilization mandatory or permissible in 
persons with epilepsy, bracketing insanity, 
mental retardation, and epilepsy as causes 
for custodial care. Wisconsin has recently 
initiated legislative reforms by repealing laws 
of sterilization of epileptics, of marriage pro- 
hibition, of compulsory reporting, and in 
revising its policy on drivers’ licenses. Re- 
vision of workmen’s compensation laws re- 
mains to be enacted. The report is well in- 
dexed so that each state’s position in respect 
to the various laws may be quickly found. 


&. 

a 

1957] 

a) 

4 


630 


REVIEW OF PSYCHIATRIC PROGRESS 1956 


Jan. 


Included is a blueprint for modernization 
of legislation which discriminates against 
epileptics. 

Some progress may be claimed in drug 
therapy of seizures. Acetazolamide (Dia- 
mox) has continued to receive much notice, 
not only because of its effect on seizures, but 
also as a means for further investigation of 
the role of acidosis and of carbonic anhydrase 
in the metabolism of normal and abnormal 
brain tissue. Lombroso et al.(2) report that 
of 126 epileptic patients followed for 3 
months to 3 years, 54% hal significant sei- 
zure reduction with 37% achieving practical 
seizure control. Millichap(3) puts in a plea 
for the double blind technique in evalu- 
ating new anticonvulsants. He(4) confirms 
l.ombroso’s impression that major and gen- 
eralized myoclonic seizures of organic origin 
and refractory to conventional antiepileptics 
may be controlled when acetazolamide (Dia- 
mox) is given with anticonvulsant drugs 
such as diphenylhydantoin and Primidone. 
Thus acetazolamide, although traditionally 
effective in patients with electroencephalo- 
graphic findings of 3 per second spike wave 
discharges which increase with hyperventila- 
tion, may also be effective in other seizure 
patterns. Millichap reports that the antielec- 
troshock activity of Diamox is maintained in 
nephrectomized mice and suggests its effect 
is probably directly related to inhibition of 
carbonic anhydrase in the brain. Though 
Diamox has been extensively prescribed for 
the past 5 years, we are now made aware of 
serious side-effects by reports of a case of 
pancytopenia(5), of thrombycytopenic pur- 
pura(6), and of renal lesions(7) histologi- 
cally identical to those produced by the sul- 
fonamides. We are reminded that closer 
clinical supervision of the patient on ace- 
tazolamide is indicated. 

Parenteral diphenylhydantoin sodium ( Di- 
lantin) (8) has recently become commercially 
available. Although it has a pH of 12, it can 
be injected intramuscularly or intravenously. 
The single dosages used have rarely ex- 
ceeded 500 mg. As diphenylhydantoin does 
not suppress respiration or impair conscious- 
ness, it is ideal for postoperative convulsions 
and for status epilepticus, particularly if de- 
pressant drugs such as barbiturates and 
opiates have already been given. 


Primidone (Mysoline) continues to prove 
its clinical effectiveness. Livingston(g) 
found it effective only for major convulsions 
in a series of 486 patients with various types 
of seizures, 

A new succinimide, N-methyla,a-methyl- 
phenylsuccinimide (Celontin)(10) soon to 
become available, is proving of some value in 
psychomotor seizures which are notoriously 
resistant to therapy, and in resistant petit 
mal. 

The antiepileptic status of meproba- 
mate(11) (Miltown or Equanil) requires 
further clarification. Perlstein reports it of 
greatest benefit in idiopathic petit mal al- 
though less effective than trimethadione. He 
states that it occasionally aggravates idio- 
pathic grand mal. Livingston has found it 
of value in akinetic and massive myoclonic 
seizures and of no use in grand mal. Gibbs 
found it of no use in grand mal or in petit 
mal but effective in some cases of psychomo- 
tor seizures. Adverse reactions(12) after 
the administration of meprobamate include 
cutaneous, muscular, gastrointestinal and 
paradoxical cerebral effects. Many epilep- 
tologists have experienced no benefit in their 
limited use of meprobamate but the final 
score is yet to be tallied. 

The hyperkinetic syndrome in epileptic 
children has been estimated by Ounsted(13) 
to occur in 8% of all cases. Pathological 
excess of energy is often found in young 
children with mental defect and brain injury 
and seems to be particularly common when 
epilepsy is also present. He observed 70 
children who were unselected other than 
being overactive with convulsive disorders. 
1.Q.’s ranged from high normal to idiocy. 
All exhibited distractibility, short attention 
span, wide scatter on formal intelligence test- 
ing, fluctuation of mood with euphoria as 
the abiding background, diminution or ab- 
sence of spontaneously affectionate behavior, 
lack of shyness and lack of fear. These ab- 
normalities, in addition to intense overac- 
tivity sustained for months or years, made 
these children intolerable in schools or ordi- 
nary hospitals and created for their parents 
and siblings emotional and practical prob- 
lems of a serious and intractible nature. 
Mysoline was the most useful anticonvulsant. 
Amphetamine brought improved behavior in 
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one-quarter of the cases with depressive re- 
action in two-thirds. Studies are currently 
in progress evaluating the effectiveness of 
the tranquilizers, particularly reserpine 
(Serpasil) and chlorpromazine (Thorazine ) 
in hyperkinetic children with and without 
seizures(14). Preliminary evaluation shows 
that significant benefit to behavior is pro- 
vided by massive doses of the tranquilizer, 
that seizures do not appear altered, and that 
side-effects are not a major deterrent. 

That convulsions of late onset may often 
be of undetermined etiology has been shown 
by Livingston(15) in an analysis of 689 pa- 
tients whose attacks began after 20 years of 
age. In a 5- to 10-year follow-up, 78% of 
this large group are classified as idiopathic, 
cause unknown. This is admittedly a 
weighted group as all had been initially care- 
fully screened before referral to the epilepsy 
clinic. It is emphasized that every patient 
suffering with a convulsive disorder should 
be examined exhaustively to rule out serious 
organic lesions such as brain tumor. 

Photic stimulation as an activating pro- 
cedure was studied electroencephalographi- 
cally by Davidson et al.(16) on 615 persons. 
Fifty-two individuals of 16 families were 
studied further because of stimulus sensi- 
tivity occurring in 39 of them. In the ma- 
jority of individuals who exhibited light sen- 
sitivity there was a history consistent with 
an epileptic disturbance or a family history 
of seizures. In none of the affected indi- 
viduals or their relatives was there evidence 
of a focal lesion of the central nervous sys- 
tem. Photic stimulation may be used to de- 
termine a predisposition to clinical seizures 
in an asymptomatic individual. 

Surgical approach to therapy of seizures 
of focal nature is in its ascendency. Pen- 
field(17) reports on 234 patients followed 
for 1 to 7 years. Cortical excisions were per- 
formed in 219 patients of whom 203 were 
adequately followed. Treatment was stated 
as successful in 45%, these patients having 
either no attacks or one seizure per year. 
Good control was established in an additional 


20% who had up to 6 seizures per year. 
Failures were encountered in 35%. Thus 
three-quarters of the patients received defi- 
nite benefit. Some patients did experience 
visual field defects and aphasia subsequent to 
surgery. In France(18) of 110 patients with 
temporal epilepsy operated on during an 
8-year period more than three-fourths were 
benefited and about one-half significantly im- 
proved. In a series of 34 patients with focal 
epilepsy operated at Zurich(19), 12 were 
seizure free after more than one year, 8 were 
improved, and 14 were therapeutic failures. 


BIBLIOGRAPHY 


1. Barrow, R. L., and Fabing, H. D. Epilepsy 
and the Law. New York: Hoeber, 1956. 

2. Lombroso, C. T., Davidson, D. T., Grossi 
tianchi, M. L. J.A.M.A., 160: 268, Jan. 28, 1056 

3. Millichap, J. G. Neurol., 6: 484, July, 1956. 

4. Neurol., 6: 552, Aug. 1956. 

5. Underwood, I. C. J.A.M.A,, 161: 1477, Aug 
II, 1950, 

6. Reisner, E. H., and Morgan, M. C. J.A.M.A., 
160: 206, Jan. 21, 1956. 

7. Glushien, A. S., and Fisher, E. R. J.A.M.A., 
160: 204, Jan. 21, 1950. 

. Murphy, J. T., and Schwab, R. S. J.A.M.A., 
160: 385, Feb. 4, 1956. 

9. Livingston, S., and Petersen, D. N. Eng. J. 
Med., 254: 327, Feb. 16, 1956. 

10. Zimmerman, F. T. N. Y. State J. Med., 
56: 1460, May, 1950. 

11. Wyeth Laboratories, for Evaluation by the 
Council on Pharmacy and Chemistry of the Ameri 
can Medical Association. Equanil, Meprobamate, 
June 1955. 

12. Friedman, H. T., and Marmelzat, W. L. 
J.A.M.A., 162: 628, Oct. 13, 1956 

13. Ounsted, C., Lancet, 2; 303, Aug. 13, 1955. 

14. French, E. G., and Rey-Bellet, J. Reserpine 
in the hyperactive brain-damaged child with and 
without seizures. To be published. 

15. Livingston, S. N. Eng, J. Med., 254: 1211, 
June 28, 1956. 

16. Davidson, S., and Watson, C. W. Neurol., 
6: 235, April 1956. 

17. Penfield, W., and Paine, K. Canad, M.A.J., 
73: 515, Oct. 1, 1955. 

18. Guillaume, J., and Mazars, G. Semaine hop. 
Paris, 32: 2013, June 10, 1956. 

19. Weber, G. Deutsche med. Wehnschr., 80: 
1697, Nov. 18, 1955. 


o 


4 
A 
4 

Ps 

a 


REVIEW OF PSYCHIATRIC PROGRESS 1956 


MENTAL HEALTH IN EDUCATION 
W. CARSON RYAN, Pu.D., Cuarer Hit, N. C. 


School mental health has had an important 
place in the studies of the Joint Congres- 
sional Commission on Mental Illness and 
Health since the Commission began its work 
early in 1956. The Commission, under the 
general direction of Dr. Jack R. Ewalt, Com- 
missioner of Mental Health for Massachu- 
setts, and with help from consultants in psy- 
chology, psychiatry, and education, has 
undertaken to answer 3 major questions in 
this field: (1) What past or existing pro- 
grams or practices of the schools have been 
designed to promote the mental health of 
children and youth? (2) What objective 
studies, or research, have been, or are being, 
conducted to evaluate these programs? 
(3) In the absence of formal evaluation, what 
is the best judgment of the administrators 
as to the effects the programs have on the 
mental health of children or youth? 

lans called for a bibliography of the liter- 
ature relevant to the field of mental health 
and education ; a descriptive listing of major 
programs of action and research now under 
way or shortly to be undertaken; a roster 
of organizations active in the field, and a 
roster of individuals active in the field, 
whether as educators, administrators, or re- 
searchers. 

A survey of the research in mental health 
and education has already been carried out 
under the direction of Professor Carson Mc- 
Guire, of the University of Texas, and the 
results published(1). Topics covered in the 
survey include: The emerging concept of 
mental health in education ; factors influenc- 
ing individual mental health; school com- 
munity programs ; school personnel and men- 
tal health ; school and college health services. 

The school's function in mental health re- 
ceived considerable attention from an im- 
portant book published this year—Dr. 
George Stevenson's Mental Health Planning 
for Action(2). Dr. Stevenson, one of the 
pioneers in the modern mental health field, 
reports that although “health” has been at 
the top of all lists of educational objectives 
for the past 40 years, it has not yet received 
the attention it deserves, and that “mental 
health” suffers more than any other part of 


school health work. As do most authorities, 
Dr. Stevenson stresses particularly the neces- 
sity for a wholesome school atmosphere and 
good mental health on the part of the teacher. 

In a recent book describing a series of ex- 
perimental mental hygiene approaches in the 
elementary grades, Moustakas reports that 
many of the teachers realize that “the child’s 
entire self comes to school, and is involved in 
every experience.” “Of the greatest value,” 
Dr. Moustakas says, “is to provide an out- 
let for expressing hostile feelings, since many 
of the children are aggressive and un- 
settled” (3). 

Preliminary accounts are beginning to ap- 
pear of a promising experiment under way 
in the children’s branch of the National In- 
stitute of Mental Health, U. S. Public Health 
Service, at Bethesda, Maryland, where Dr. 
Fritz Red! and his staff have been working 
since November 1953 with “hyper-active” 
boys of g to 13 years of age who show “be- 
havior disorders of a kind both troublesome 
to society and destructive to people and prop- 
erty.” The basic research in this project 
covers 3 areas: the “acting-out” of the child 
in a total living situation; the child in indi- 
vidual therapy ; and his learning difficulties 
as they exhibit themselves in school(4). 

The year 1956 was an exceptional one in 
the number and quality of publications on 
mental health and education. Among these 
were the 2-volume report of the International 
Seminar of the World Federation of Mental 
Health at Chichester, England(5); Henry 
C. Lindgren’s text on educational psy- 
chology, in which the author answers some 
criticisms often heard with the statement 
that “as far as the emotional health of chil- 
dren is concerned, the positive contribu- 
tions of the school outweigh the negative 
ones’ (6) ; Lippman’s detailed and readable 
account of the methods of therapy used in 
the Ambrose H. Wilder Child Guidance 
Clinic, St. Paul, Minnesota(7); the rich 
volume Personality in Young Children, in 
which Lois Barclay Murphy and her asso- 
ciates seek to answer the questions of pro- 
fessional workers with children as to “formu- 
lation of applicable methods for the assess- 
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ment of personality in the young child”(8). 
There is also the useful analysis of recent 
book and periodical materials on mental 
health, prepared by Dr. Robert H. Felix, of 
the National Institutes of Health, U. S. Pub- 
lic Health Service(g). 
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INDUSTRIAL 
RALPH T. COLLINS, 


/ntroduction.—In a recent issue of Busi- 
ness Week(1) an article titled “Industry Is 
the Psychiatrist’s New Patient” mentioned 
among other things that: 

(1) Emotional problems caused by job ten- 
sions have become so important that tradi- 
tional taboos can no longer be tolerated. 

(2) It is natural for management to shy 
away from getting behind the emotional 
facade that most people maintain in their 
work. It is easier to blame deficiencies or 
eccentricities of the workers on the quirks 
of human nature or to reasons outside the 
job. Industry has had a “tremendous blind 
spot” to psychiatric research. Since psychi- 
atry has just begun to learn to apply its 
knowledge to everyday living, it also must 
accept blame for lack of research in this area. 
Lp to now, management has largely absolved 
its environment ef any blame for what sta- 
tistics show is a major problem of society— 
mental health. 

(3) The time has come, psychiatrists say, 
to attack the problem by considering the total 
environment. They point out that a major 
part of a man’s life is spent in business, and 
one cannot ignore that part of his life. 

(4) What the psychiatrists want to do, 
with industry’s blessing, is to set up a cam- 
paign of preventive psychiatry and a broad- 
scale program of research into problems pe- 
culiar to industry. 

1 Appreciation is due the other members of the 
Committee on Industrial Psychiatry, A.P.A., and 
American and foreign correspondents. 
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PSYCHIATRY 
M. D.,' Roctester, N. Y. 


Clinical Methods.—Collins(2) states that 
any leader has to be well trained in 4 areas: 
how to manage things, situations, people, and 
most important, himself. In an article in 
Nation’s Pusiness Felix(3) discusses how a 
business man can remain emotionally healthy. 

Regarding rehabilitation, the Altro Work 
Shops in the Pronx(4) is a garment factory 
which employs patients with arrested tuber- 
culosis, cardiovascular disease, and psychi- 
atric patients from Hillside Hospital. A 
team of a physician, nurse, and social worker 
plan the rehabilitation program for the pa- 
tients who graduate later to either their 
former employment, an occupation in the 
garment trades, or further training in some 
other occupation. 

A personal communication from Dr. Rich- 
ard Proctor, Winston-Salem, N. C., tells of 
a preliminary research project at the Hanes 
Hosiery Mills. Dr. D. J. Moffie, industrial 
psychologist, checked the production records 
of 50 individuals seen by Dr. Proctor before 
and after psychiatric interviews. The results 
showed that following psychiatric therapy 
there was a 6% increase in quantity of pro- 
duction and a 20% increase in quality of 
production. Collins(5) discusses “Optimum 
Time Off from Work for Neurologic and 
Psychiatric Disabilities.” Prognosticating 
the time for re-employability in the psychi- 
atric field is difficult because of the variables 
inherent in each individual’s personality, life 
experiences and motivations. In the neuro- 
logic field time for re-employability can be es- 


F 

4 


034 


REVIEW OF PSYCHIATRIC PROGRESS 1956 


timated more accurately because of known 
recovery periods for many conditions. The 
attitude of companies and unions toward re- 
employment of employees with neurologic 
and psychiatric disabilities has a distinct bear- 
ing on their rehabilitation. Dr. Robert Turf- 
hoer(6), of Aruba, N.W.L., reports success 
with his 1-year-old industrial A.A. group. 
A statistical survey of the first 200 emotion- 
ally disturbed workers seen in their indus- 
trial mental hygiene program is in progress. 

In foreign literature much is being pub- 
lished in the field of industrial psychiatry, 
pertaining especially to rehabilitation of the 
psychotic employee for employment(7, 8, 9, 
10, II). 

Preventive Methods.—In Boston the 
Union Health Center and Educational De- 
partment (ILGWU), in conjunction with 
the Massachusetts Association of Mental 
Health, inaugurated a mental health program 
for union members(12). Sterner(13) has 
stressed the important role that can be played 
in improving mental health in the plant popu- 
lation “by aiding and treating supervisors 
with respect to the basic elements in human 
relations.” Klemes and Kallejian(14) dis- 
cuss the utilization of group psychotherapeu- 
tic techniques in human relations training 
programs for supervisors and executives. 

The contributions of the industrial nurse 
to human relations and mental health in in- 
dustry are being given increasing atten- 
tion(15, 16, 17). The Institute of Industrial 
Relations and University Extension at 
U.C.L.A. continue to utilize psychiatrists in 
a wide variety of human relations training 
programs. 

A survey-questionnaire designed to detect 
the attitudes and policies of industry 
throughout the state with regard to psychi- 
atric and psychologic problems of employees 
was reported by the Minnesota Association 
of Mental Health and the Minnesota Acad- 
emy of Occupational Medicine and Sur- 
gery(18). They found a high level of in- 
terest in these problems. The majority of 
respondents felt that mental health problems 
should be regarded in the same category as 
other health problems, but that, generally, 
company policy “is not apace with the de- 
gree of interest and awareness of its per- 
sonnel and medical staff.” 


At the Menninger Foundation seminars 
have been conducted for executives and for 
industrial physicians(19, 20). The impor- 
tance to industry cf psychiatric knowledge as 
a means of helping to understand people is 
pointed out in a paper by Menninger(21). 

Research.—The Menninger Foundation is 
continuing its interest in industrial psychiatric 
research through an interdisciplinarian team. 
This team is available for investigating prob- 
lems within industries with a view not only 
toward practical solutions but also toward 
the augmentation of knowledge on the ap- 
plication of psychiatry to industry(20, 21). 
Gaskill and Conger reported on “Personal 
and Interpersonal Factors in Accidents” at 
the A.P.A. meeting in May 1956( 22). 

One study has highlighted the interde- 
pendence of in-plant and out-of-plant prob- 
lems in emotional disorders apparently re- 
lated to occupational stress(23). Among gI 
cases, 84 were found to have arisen largely 
from difficulties not related to work. Among 
49 of them, the symptoms arose first around 
disagreements with the immediate super- 
visor. In only 7 cases did the difficulties ap- 
pear to be related almost entirely to a change 
in the work situation. 

The group psychotherapy approach has 
been used to shed light on the dynamics of 
industrial groups(24). According to ma- 
terial from industrial workers in psycho- 
therapy groups, the industrial situation im- 
poses a replica of early family life. The 
company represents mother as an object for 
dependent needs ; executives and supervisors 
become father figures, other workers are 
siblings, and the union competes for the ma- 
ternal or paternal role. 

The American Telephone and Telegraph 
Company has set up a social science research 
unit in its Bell Telephone Laboratories which 
is a significant step forward in giving social 
sciences the same importance as the physical 
science. This should yield basic science data 
of importance to industrial psychiatry. 

Van Alphen De Veer(25) of the Nether- 
lands has studied the lives of 30 workers, 
half of whom are failures and half of whom 
enjoy successful careers. Van Alphen De 
Veer makes conclusions concerning the con- 
dition in industry, the predisposition of the 
individual, the differences between success 
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and failure under similar conditions, and the 
prevention of adjustment disorders. The im- 
portance of an adequate selection system and 
of a careful promotion policy is emphasized. 

The Tavistock Institute of Human Rela- 
tions in London has investigated a wide 
range of phenomena, from accidents and ab- 
sence to some contrasting socio-technical 
production systems( 26). In most production 
systems the sociological components of work 
organization have been given insufficient at- 
tention; sociological reorganization brings 
about increased production. 

The Social Psychiatry Research Unit of 
the Institute of Psychiatry at Maudsley Hos- 
pital, London, has been productive of reports 
such as: “Some Effects of Incentives on the 
Performance of Imbeciles on a Repetitive 
Task”(27); “Changes in Motor Response 
with Increase and Decrease in Task Diffi- 
culty in Normal Industrial and Psychiatric 
Patient Subjects” (28) ; “The Objective As- 
sessment of Personality Among Factory 
Workers”(29); “Personality and Occupa- 
tional Adjustment: A  Cross-Validation 
Study’’(30) ; “Four Studies of the Relation 
between Psychological and Occupational 
Handicap Among Industrial Workers” (31) ; 
and “The Effects of Real-Life Motivation on 
Questionnaire Response” (32). 

In Stockholm at the Karolinska Clinic a 
study is in progress to assess the work toler- 
ance in patients who are convalescing from 
physical and emotional disorders( 33). 

Unions and Mental Health.—Labor’s in- 
terest in industrial psychiatry is the direct 
outgrowth of the union sponsored medical 
care programs which provide psychiatric 
services. The Labor Health Institute of 
St. Louis through its welfare fund is provid- 
ing a recreational and rehabilitation camp 
for its membership and their families with 
emphasis on mental hygiene in its program, 

Approximately 100,000 union members in 
Philadelphia have become eligible for psychi- 
atric care through the medical care programs 
of the AFL, ILGWU, and the Sydney Hill- 
man Foundation. A similar program is de- 
veloping in Chicago. 

Appointments and Committees.—Dr. Alan 
McLean has completed his Industrial Psy- 
chiatric Fellowship at the New York State 
School for Industrial and Labor Relations, 


Cornell University, and is employed as a 
psychiatrist on the medical staffs of several 
metropolitan New York companies, Dr. 
Sanford Rogg, psychiatrist, has joined the 
medical department of the DuPont Company 
in Wilmington, Delaware. Dr. Graham 
Taylor was appointed chairman, Committee 
on Industrial Psychiatry, G.A.P, Dr, Ralph 
Collins was appointed a member of The 
President’s Committee for Employment of 
the Physically Handicapped, representing 
the A.P.A. Many state and county commit- 
tees on mental health in industry were formed 
during the year, attesting to the increased 
importance being placed in this area of total 
health. 

Meetings.—A dramatic presentation, 
“Your Patient and His Job,” was presented 
by the Committee on Industrial Psychiatry, 
A.P.A., at the annual A.P.A. convention in 
May 1956. A second conference on Indus 
trial Mental Health was held at Cornell Uni 
versity in May 1956 under the auspices of 
the N. Y. State School of Industrial and 
Labor Relations. Thirty executives, indus- 
trial physicians and psychiatrists partici 
pated. At the second annual conference for 
executives and medical directors at Lake 
Logan, N. C., there were two industrial psy- 
chiatrists and an industrial psychologist 
present. Industrial psychiatrists are being 
invited to speak and participate in an ever- 
increasing number of programs sponsored 
by industrial health groups, personnel asso 
ciations, mental health societies, chambers of 
commerce and many other ancillary groups. 
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PSYCHIATRIC NURSING 
MARY E. CORCORAN, R.N., Brooxiyn, N. Y. 


Interest in psychiatric nursing appears to 
have made progress under the impetus pro- 
vided by national, state, and local nursing 
organizations during the year. 

At a meeting held March 9, 1956, at the 
headquarters of the National League for 
Nursing, New York City, the steering com- 
mittee for the Council on Psychiatric and 
Mental Health Nursing met and organized 
activities(1). The committee consists of 
chairman, Lavonne Frey, R. N.; vice-chair- 
man, Ruth Simonson; secretary, John Gor- 
ton; and Elias J. Marsh, M.D., Loretta 
Anderson, Edith Morgan, and Letitia Roe 
(2). 

The Newsletter, published quarterly by 
the National League for Nursing, will be 
the official publication for the Council (3). 

Among the topics suggested by state and 
local councils for consideration were “Cur- 
riculum Suggestions for a Preservice I’sy- 
chiatric Aide Program” and the organization 
and development of state and local councils 
on Psychiatric and Mental Health Nursing 
(4). 

The effectiveness of their efforts in the 
latter may be estimated by reports received 


from 34 state and local councils throughout 
the country. Each issue of the Newsletter 
contains abstracts from these reports re- 
ceived from the states((5). Some states 
made brief reports of organization and se- 
lection of council committee members. Panel 
discussions conducted at 1-day meetings, 
work shop conferences, and some 2-day in- 
stitutes were reported by others. 

The subjects considered included the role 
of the psychiatric aide in patient care, sug- 
gestions for aide education, clinical practice 
and participation in council activities. Psy- 
chiatric aides were included in a number of 
the programs. 

Responsibility for survey, evaluation and 
approval of psychiatric nursing education 
and clinical practice provided by state and 
other mental hospitals was undertaken by 
the Nursing Committee of The American 
Psychiatric Association until this year(6). 

In 1956, the duties involved were absorbed 
by the National Nursing Accrediting Serv- 
ice, available through the National League 
for Nursing. Eleanor Frany, R. N., assistant 
director, Mental Health and Psychiatric 
Nursing, participated in the survey and 
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evaluation of basic nursing educational pro- 
grams. As a member of the accrediting 
study group, she visited state and other men- 
tal hospitals, offering clinical experience for 
student nurses by affiliation from the general 
hospital nursing schools being reviewed for 
accreditation. 

John Gorton, R. N.(7), assistant director, 
Mental Health and I’sychiatric Nursing Ad- 
visory Service, surveyed mental hospitals in 
4 states for the purpose of observing and 
evaluating standards of patient care. Kath- 
leen Black, R. N.(7), director of the Men- 
tal Health and Psychiatric Nursing Advisory 
Service for the National League for Nurs- 
ing, evaluated programs in psychiatric nurs- 
ing offered by schools of nursing connected 
with universities. Consultation with nurse 
educators and others was also provided by 
them and they participated generously in 
programs in all sections of the country dur- 
ing the year. 

In addition to these nursing duties, Kath- 
leen Black is a member of the executive 
committee of the Joint Commission on Men- 
tal Illness and Health(8). The Commission, 
established to formulate comprehensive plans 
and programs for the improvement of diag- 
nosis, treatment, care and rehabilitation of 
the mentally ill and to promote mental 
health, includes representation from national 
medical and other organizations interested 
in mental health(g). Nurses are gratified 
that Miss Black represents them on the 
Commission. 

Professional magazines and other publi- 
cations are devoting extensive space to the 
subject of “tranquilizing” drugs which are 
being widely used in the treatment of psy- 
chotic patients. The subject is of interest 
and concern to nurses because they have ad- 
ministered the drugs to so many patients 
and have had a part in the preparation of 
some of the articles. 


Among many excellent articles that apply 
especially to those caring for patients are: 
(1) The New Tranquilizing Drugs: I. Neu- 
ropsychiatric Aspects, by W. Theodore 
Liberson, II. Nursing Aspects, by Clinton 
C. Sherman(10) ; (2) Chloropromazine, by 
Maurice Nance(11); and (3) Mental Hy- 
giene and the Tranquilizing Drugs, by 
Henry Brill, M.D., and Lillian Salsman, 
R. N.(12). 

Articles dealing with nurse education and 
the preparation of aides for their respective 
duties continue to occupy a prominent place 
in nursing literature. One of the most ur- 
gent problems confronting administrators 
and nurse educators is how to use most ef- 
fectively the comparatively few nurses, well 
qualified by experience and education, now 
employed in psychiatric nursing. Mary Red- 
mond presents the question “Is In-service 
I-ducation the Answer ?’(13). This article 
has a direct bearing on the subject and she 
presents a comprehensive and realistic analy- 
sis, She stresses the need for superior quality 
of education and the preparation of those 
undertaking psychiatric nursing as a meas- 
ure of compensation for the deficiency in 
numbers. 
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REHABILITATION AND OCCUPATIONAL THERAPY 
FRANKLIN S. DuBOIS, M.D., New Canaan, Conn. 


Previously this review has been limited 
to progress in occupational therapy. This 
year it is extended to include rehabilitation. 


However, the relevant literature is volumi- 
nous and only the more important recent ad- 
vances can be noted. Lut first, rehabilitation 
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must be defined, and the role of psychiatry 
in rehabilitation indicated ; otherwise, in sur- 
veying the field, everything in the practice 
of medicine that contributes a patient’s re- 
turn to good health must be considered— 
manifestly an impossible task. 

The Baruch Committee(1) states: 
Rehabilitation includes the employment of physical 
medicine, psychosocial adjustment and vocational 
retraining in an attempt to achieve the maximal 
function and adjustment of the individual and to 
prepare him physically, mentally, socially and vo- 
cationally for the fullest possible life compatible 
with his abilities and disabilites. 


Psychiatry has a twofold responsibility in 
helping to achieve this goal: to lead in the 
restoration of the psychiatrically ill and to 
assist in the resolution of the emotional prob- 
lems of the physically ill. The present re- 
view is confined to an examination of the 
more important ways in which psychiatry 
has lately improved its methods of meeting 
these obligations. While most of the com- 
ments are on publications and events of the 
past year, some earlier pertinent items are 
included. 

No books published in 1956 that deal di- 
rectly with psychiatry and rehabilitation have 
come to this reviewer's attention, but per- 
sons interested in a basic understanding of 
the subject should read certain of the funda- 
mental texts. Of special significance are the 
works of Davis(2), Rennie(3), Grayson(4) 
and Lemkau(5). These authors stress the 
importance of psychologic methods in the 
treatment of both the psychiatrically and the 
physically ill and outline the principles and 
techniques of rehabilitation and vocational 
placement in the community. Also worthy 
of note is Selected Readings in Rehabilita- 
tion(6) which considers not only the nature 
and premises of rehabilitation but also its 
relation to public assistance and the medical, 
social, educational, psychologic, economic 
and vocational implications of disability and 
rehabilitation. 

During the past year the periodicals have 
contained an unusually large number of 
papers dealing with rehabilitation. That 
government agencies are alert to the im- 
portance of restoring human beings is evi- 
denced by an address on the prevention of 
chronic illness by General Leonard A. 


Scheele, former Director of the U. S. Pub- 
lic Health Service(7), and an article by 
Dr. Mary E. Switzer, Director of the U. S. 
Office of Vocational Rehabilitation(8), on 
the growth of the idea of rehabilitation and 
the parts played by public and private agen- 
cies as well as the government’s role in the 
movement. Likewise, the American Medi- 
cal Association is showing an active interest 
in the problem. An editorial in its Jour- 
nal(g) emphasizes the need for expanding 
rehabilitation facilities and its Board of 
Trustees has recently authorized the estab- 
lishment of a Committee on Rehabilita- 
tion(10). 

Two important studies deal with Public 
Law 113 which, when passed in 1943, pro- 
vided, among other things, that the services 
of the Office of Vocational Rehabilitation be 
extended to include the emotionally ill. Un- 
terberger and Olshansky(11) review the 
successes and failures of this law in relation 
to the hospitalized mental patient and indi- 
cate the indispensible components of a suc- 
cessful program, while Whitten(12) points 
out that many states have taken advantage 
of the 1954 amendments to the Vocational 
Rehabilitation Act and have expanded their 
activities. In fact, it is estimated that ap- 
proximately 24 rehabilitation centers were 
scheduled for approval by mid-1956 under 
the Hill-burton Amendments(13). Those 
physicians interested in helping their states 
obtain vocational rehabilitation funds would 
profit from a study of the methods used in 
Minnesota(14). Likewise, those interested 
in establishing a rehabilitation unit should 
read the excellent symposium that considers 
training programs and business practices of 
rehabilitation centers(15). 

Beigler(16), Robinson(17), Keeler(18) 
and Linden(19) discuss the actual operation 
of rehabilitation programs in the community 
and Meiselin(20), Dubin(21), Boyle(22 
and a symposium(23) emphasize the im- 
portance of the sheltered workshop in the 
rehabilitation of either the emotionally or the 
physically ill. 

Significantly, an entire issue of the Journal 
of Rehabilitation is devoted to mental illness 
and health(24). 

Motivation of the mentally ill, especially 
the chronic patient, is assuming an increas- 
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ingly important place in the thinking of 
psychiatrists. The Round Table on the topic, 
sponsored by the Committee on Rehabilita- 
tion of The American Psychiatric Associa- 
tion, held at the annual meeting of the Asso- 
ciation in 1956(25), not only was enthusi- 
astically received, but was so provocative and 
rewarding that the Committee plans a simi- 
lar session for the meeting in 1957. More- 
over, papers on the subject are beginning to 
appear frequently in the literature. Among 
others, Joseph(26), Lind(27), Howard( 28), 
Bellak(.9), Brown(30), and the Commis- 
sion on Chronic Illness(31) stress its sig- 
nificance. “Member-employee rehabilitation 
programs” (plans that permit chronic non- 
disturbed psychotic patients to be discharged 
as patients and employed as workers for 
pay) are becoming popular and_ success- 
ful(32, 33, 34, 35). Carstairs, Clark and 
©’Connor(36) report a somewhat similar 
program for the occupational treatment of 
chronically ill psychotic persons in Great 
Britain, Holland, Belgium and_ France. 
They conclude that productive work and 
community life do much to expedite recovery 
of the mentally disturbed while idleness 
and isolation prolong illness. Dasco and 
Rusk(37) indicate the importance of segre- 
gating custodial patients in institutions other 
than hospitals if rehabilitation is to be suc- 
cessful. Cohen(38) and others(39) believe 
that vocational planning and Gustad( 40) 
and George(41) that intelligent counseling 
are important factors in recovery. Piper( 42) 
stresses the value of tutoring in the rehabili- 
tation of behavioral delinquent adolescents. 
Alger and Rusk(43) discuss the interesting 
and complex psychological problem of lack 
of motivation in certain of the physically 
handicapped: why they reject help. 

There are many recent publications in the 
periodicals on the importance of emotional 
factors in the rehabilitation of persons suffer- 
ing from various physical illnesses. Some of 
the more significant of these are: Ne- 
miah(44) on back injuries, Flint, Higgins 
and Padden( 45) on deafness, Cole and Tabo- 
roff(46) on blindness, Kenton(47) on dia- 
betes mellitus, Warren(48) on tuberculosis, 
Kenton(49) on cancer, McClellan(50) on 
the aged, Chafetz, Bernstein, Sharpe 
and Schwab(51) on Parkinson’s disease, 


Gatto(52) on the “nestling” military pa- 
tient, Feigenbaum(53), Meyer(54) and 
Diamond(55) on the chronically organically 
ill, Hunt( 56) on the aged and Podolsky( 57) 
on children suffering with various physical 
illnesses. Of particular interest in this field 
is an initial grant of $27,800 from the Office 
of Vocational Rehabilitation, Department of 
Health Education and Welfare, to the New 
York State Psychiatric Institute for the es- 
tablishment of a mental hygiene clinic for 
deaf adolescents and adults(58).  Kall- 
mann(59 describes the objectives of this 
unique and worthy project. Important also 
to note is the symposium on the contribu- 
tion of psychiatry to physical medicine pre- 
sented at the 33rd Annual Session of the 
American Congress of Physical Medicine 
and Rehabilitation(60, 61, 62, 63). 

Occupational therapy has made progress 
in 1956. Leaders of the profession have con- 
tinued to try to reduce the marked discrep- 
ancy between therapists available and thera- 
pists needed. Last August there were only 
approximately 5,000 registered therapists in 
the United States while it is said that a total 
of 12,000 is needed(64). Approximately 
500 students are being graduated each year 
from the 26 schools(65). Four additional 
schools have small or stand-by programs and 
22 others are running below capacity. It is 
believed that if greater financial assistance 
were available, twice the number of students 
could be graduated annually, thus helping to 
close the serious gap between supply and de- 
mand. Schools(66) offering courses in occu 
pational therapy are listed in a recent number 
of the Occupational Therapy Association’s 
Journal. 

The continued assistance to occupational 
therapy from national sources is gratifying. 
During the first 6 months of 1956 the Ameri- 
can Occupational Therapy Association re- 
ceived 3 substantial grants(67). The 
Foundation for Infantile Paralysis made 2 
gifts, one of $23,850 for a continuation of the 
Association’s recruitment program and the 
other of $10,000 for a study of basic cur 
riculum to be instituted by the Association 
in 1957. Also, the Office of Vocational Re- 
habilitation gave $10,000 to finance 4 re 
gional institutes. Commendable scholarship 
assistance has continued(68). 
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It is likewise gratifying to record the fact 
that occupational therapy is represented, 
along with many other professions, in the 
important work of the Joint Commission on 
Mental Health and Illness organized to im- 
plement the Mental Health Study Act of 
1955(69, 70). 

No new books on occupational therapy 
have been seen. However, the reader’s at- 
tention is directed to the chapter entitled 
“Occupational and Vocational Therapy” in 
Linn’s(71) A Handbook of Hospital Psy- 
chiatry and to O’Sullivan’s excellent con- 
temporary Textbook of Occupational Ther- 
apy, previously reviewed in this Journal(72). 

Recently the periodicals have published 
only a few papers on phases of occupa- 
tional therapy of particular interest to the 
psychiatrist. Especially engaging is May- 
sles’(73) account of the use of occupational 
therapy in mental hospitals in Russia. He 
had the unusual experience of being the first 
American to visit the 3 mental hospitals 
about which he reports. He says (p. 79): 
The Russians, with their Marxian orientation, feel 
that wholesome social attitudes develop from use- 
ful activities and in all hospitals I visited I saw 
much use of occupational therapy—people binding 
books, making embroidery and artificial flowers, 
working in gardens, playing volley-ball, painting 
pictures (almost always in greens and of nature), 
wood working and stenciling electrically on wood. 


The importance of the occupational therapist 
as a member of the therapeutic team is em- 
phasized by Bruning and Yoshimoto(74), 


Sokolov(75), Langley(76), and Hoer- 
ner(77), while Fields(78) stresses, as have 
many previous authors, that the selection of 
the method used in treatment must be based 
on the patient’s personality and needs. Col- 
lingdon and Gardner(79), in their work in 
the arts with various types of psychiatric 
patients, conclude that when a patient is 
given a creative means of expression his 
troubled sipirit heals. Reeves and John- 
ston(80) discuss the role of occupational 
therapy in an orthopsychiatric treatment 
program. 

Many psychiatrists will be interested in 
several highlights of the annual Conven- 
tion of the American Occupational Therapy 
Association(81): an institute on “The Pa- 
tient’s Point of View,” a panel discussion on 
“The Changing Concept of the Occupational 


Therapist in Psychiatry,” a lecture on “Psy- 
chodynamic Aspects of Occupational Ther- 
apy,” by L. U. Wendland, and the sessions 
devoted to prescribing occupational therapy 
in neuropsychiatric(82) and psychosomatic 
problems (83). 

The new Buyer's Guide offers an excel- 
lent Directory of Occupational Therapy 
Suppliers (84). 
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PSYCHIATRIC SOCIAL WORK 
MARGARET L. NEWCOMB, Boston, Mass. 


The Psychiatric Social Work Section of 
the National Association of Social Workers, 
during its first year as a single organization, 
is carrying forward the professional program 
of its predecessor, the American Association 
of Psychiatric Social Workers, The National 
Association of Social Workers now repre- 


sents the integration of the 6 single prior or- 
ganizations. 

A general meeting and workshop on the 
topic “Community Assumption of Respon- 
sibility to the Mentally III’ was held in 
St. Louis in May 1956 with a capacity group 
of 250 social workers participating. Dr. Ken- 
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neth E. Appel gave the keynote address in 
which he stressed that the unit of mental ill- 
ness can be regarded as the family and com- 
munity around the individual mentally ill pa- 
tient. Viewing the practice of medicine as a 
social science, he urged closer alliance of 
community and treatment center both in phi- 
losophy and in programming for mental 
health. The workshops focused on coopera- 
tive follow-up of discharged patients by hos- 
pitals and clinics, departments of public wel- 
fare, community social agencies and depart- 
ments of public health. It was the consensus 
of the meeting that there is a vital need for 
communications between the psychiatric so- 
cial worker and the community social worker. 
This would assure better interpretation of the 
problems and the behavior of the patient and 
thus assist the community to accept its re- 
sponsibility in the area of mental illness. The 
need for social workers to use more cre- 
atively the known resources and to seek im- 
aginatively to develop new ones was also 
stressed, 

The publication “Teaching in Psychiatric 
Social Work” records the proceedings of the 
institute for faculty members teaching psychi- 
atric social work, sponsored by the Ameri- 
can Association of Psychiatric Social Work- 
ers, in May of 1955. This institute, financed 
by a grant from the National Institute of 
Mental Health, provided, under the leader- 
ship of Professor Gordon Hamilton of Co- 
lumbia University, the first means for these 
educators to participate with one another in 
clarifying and expanding teaching principles 
and concepts. Fifty participants, including 
representatives from 40 schools of social 
work, reviewed and evaluated the specific ap- 
plicability of the dynamic principles of learn- 
ing, the case method of teaching and the 
interaction of class and field in professional 
learning to the teaching of psychiatric social 
work. We believe that the continuing inter- 
est shown in the content of these proceedings 
by faculty members and field instructors may 
influence the teaching both in the schools and 
in the field. 

A second institute, also to be financed by 
a grant from the National Institute of Mental 
Health will be held this spring under the 


leadership of Professor Charlotte Towle, of 
the University of Chicago. This institute is 
being projected for the development of teach- 
ing method. These workshops will provide 
a means of testing experiments and ways of 
translating practice skills into teaching 
ability. In addition, at this point in the de- 
velopment of social work education, psychi- 
atric social work teachers are aware of their 
responsibility for conveying and translating 
generic and specific social work content. The 
rapid advances in knowledge and theory in 
the fields of medicine, psychiatry and social 
services place additional demands on the 
psychiatric social work teacher to communi- 
cate rationale and develop effective meth- 
odology. 

In the last 10 years, as the medical cur- 
riculums have been revised, there has been 
greatly increased demand for psychiatric so- 
cial workers to teach medical students. As 
a result, psychiatric social workers have been 
examining and defining their function in this 
role. A monograph, “The Psychiatric So- 
cial Worker Teaches Medical Students,” in- 
cluding material from teaching social work- 
ers and psychiatrists, is being published. 

The serious scarcity of trained psychiatric 
social workers has long been recognized. To- 
day, the need has been sharply focused by 
the increasing number of mentally ill patients 
who are able to be discharged into the com- 
munity. Many planned efforts have been 
made to recruit more workers into the field, 
while simultaneously working to develop 
better salary scales and employment prac- 
tices. A beginning grant to aid in this re- 
cruitment has been given by the pharmaceu- 
tical house of Smith, Kline and French to the 
Psychiatric Social Work Section. Although 
this fund will be used in an increased and 
concerted effort to bring new workers into 
the field of psychiatric social work, it is recog- 
nized that some will decide to work in com- 
munity agencies, and thus will benefit recruit- 
ment for the total field of social work. In our 
concept of patient care, there is a mutuality 
of responsibility between the community and 
the treatment center for the care of the men- 
tally ill patient. 
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FAMILY CARE AND OUTPATIENT PSYCHIATRY 
WALTER E. BARTON, M.D." Boston, Mass. 


FAMILY CARE 


“Family Care is a program providing paid 
foster care in a home other than the pa- 
tient’s own while the patient is either on the 
inpatient or extramural care rolls of an in- 
stitution.” Not included in family care are 
those other patients out of the hospital on 
trial placement in homes of relatives or on 
work placement in homes of the employers. 
According to Thomas(1) about 33% of the 
institutions and 29% of the states have 
family care programs. However, if this is 
true, we are unable to obtain by means of 
resources used in this paper valid statistics 
of the extent to which family care is em- 
ployed. Table 1 shows that there has been 
a gradual and unspectacular increase in the 
number of patients placed in family care. 
In 6 years this number has nearly doubled. 

Family care, Blasko(2) relates, provides 
extramural care for two types of patients: 
(1) Static, stabilized older patients who re- 
quire continuous supervision but are well 
enough to enjoy family life; (2) younger 


! Superintendent, Boston State Hospital, Boston, 
Mass. 


TABLE 1 


Patients IN Famuty CARE IN THE UNITED STATES 
AS OF JUNE 30, 1956 


New York 
Michigan .. 
California 
Illinois 

V. A. Hospitals 
Pennsylvania 
Maryland 
Massachusetts 
khode Island 
Connecticut 
Virginia .... 


Florida 
Total 


Total 
7,730 
6,452 
6,201 
5,617 


* 1955 figure. 


and more active patients who need an inter- 
mediate step between hospital and the com 
munity to test reality before returning to 
full community living. 

The State of Florida(3) plans to expand 
greatly its family care program during the 
coming year and has assigned 4 social work- 
ers to the project. California( 4) has 22 
social workers devoting full time to family 
care. Each worker achieved an average of 
47 new placements last year. There was an 
increase of 50% in the number of patients 
released from the program. It was possible 
also to involve the doctors more fully than 
previously ; and patient groups in the hos- 
pital were encouraged to discuss family care. 
More communication was developed between 
family care field workers and the hospital 
staff thus furthering program integration as 
well as greater participation of patients in 
the family life of the caretaker, resulting in 
increased opportunities for employment ; im- 
proved recreational opportunities, and prob- 
lem-solving training groups for family care 
takers. One very interesting case illustrates 
how family care may serve as a bridge be- 
tween the hospital and the community : 


A 74-year-old patient, once a camp cook, had been 
hospitalized for 52 years. He went to a family care 
home where he had an opportunity to do some 
cooking. There he gained confidence in himself, 
was able to leave, got a job as a camp cook at $100 
per week with room and board. Now he “winters” 
in his family care home because he appreciates what 
was done for him. 


Rappaport(5) stated “in keeping with 
our responsibilities to our senior citizens, 
the Department of Mental Hygiene of Cali- 
fornia has increasingly provided for their 
needs through more specialized facilities in 
service. Among these services is the family 
care program which was designed to provide 
for family style living opportunities for those 
hospital patients that could benefit by this.” 
California’s family care program provides 
homes for 200 aged patients. 

Crutcher(6) indicates that family care is 
also useful for the patient who has been hos- 
pitalized for a relatively long time and has 
responded to some of the newer drug thera- 
pies. Volunteers were recruited, who visited 
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the family care homes and encouraged pa- 
tients to write letters, play cards, or games. 
They arranged for social activities or helped 
the patients to use the community resources 
for rehabilitation more fully. Dewitt(7) in- 
dicated that each of 20 social workers in 
Maryland carries an average of 30.3 patients 
in family care. 


OUTPATIENT PSYCHIATRY 


Ackerman(1) has been attempting to de- 
termine what parts of psychoanalytic theory 
are useful as stepping-stones for the acqui- 
sition of new knowledge about its function- 
ing in a mental health clinic for the pre- 
school child and his family. He considered 
therapy with patients, therapy with the chil- 
dren, an appraisal of family life, and the 
integration of therapeutic influences. He 
states that new knowledge will come if we 
do not rely so heavily on the retrospective 
memories of childhood by adults in analysis, 
but rather rely more on direct observation 
of the child, not only through child analysis 
but also from the broader social context of 
the child’s relationships. 

An article entitled, “Management of the 
Narcotic Addict in an Outpatient Clinic,” 
by Boshes, Cewall and Koga(2), is really 
concerned with drug users rather than ad- 
dicts. The severely addicted persons were 
promptly referred to public and private hos- 
pitals. There were no cures reported, but 
the clinic felt they were helpful to some. 

Psychotherapy, in an outpatient setting, 
performs a useful role in solving the prob- 
lems of foreign students according to Otis 
(3). The University of Illinois has 587 
students from 63 foreign nations. Their 
problems seemed to stem from the changed 
politics at home, living at a distance from 
home in another country, the pace of move- 
ment in the American university, problems 
of relationship to the American culture, and 
belief in magical thinking. 

Gundle and Craft(4) circulated a ques- 
tionnaire to 1,141 colleges and universities 
in the country (about two-thirds of the total 
number in the United States) ; 64% of them 
did not reply ; 86% of the schools contacted 
had no mental health resources within the 
university health service ; 14% (99) schools 
did. These university health services were 
equipped to deal with psychiatric problems. 


Mental health services tended to be found 
in the schools with a larger enrollment. Only 
3 schools with more than 10,000 students 
did not have such facilities. Seven percent of 
the schools had well-organized counselling 
services and 16 had a treatment team of 
consulting psychiatrists, social worker, and 
psychologist. There were 35 full-time psy- 
chiatrists engaged in mental health work in 
colleges or universities. About 4.7 students 
(mean percentage) of all students enrolled 
used the services of the psychiatric section 
in a health service when they were available. 
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ADMINISTRATIVE AND FORENSIC PSYCHIATRY 
WINFRED OVERHOLSER, M.D., Wasnincron, D. C. 


ADMINISTRATIVE PSYCHIATRY 


The subject of mental hospital adminis- 
tration, long neglected, continues to gain in 
attention, as shown by the number of articles 
appearing in the periodical literature. The 
publication of the Association’s Mental Hos- 
pital Service, Mental Hospitals(1), carried 
a series of 11 articles during the current year 
on various phases of administration—person- 
nel, physical plant, budget, business and 
financial aspects, to mention only a few. 
Noyes(2, 3) discusses the administrator’s 
place in the psychiatric hospital. Quinlan(4) 
and Harman(5) present the contributions 
of the chaplain to the operation of the mental 
hospital ; the former stresses the need of in- 
service training for the chaplain rather than 
solely academic work. In the field of nurs- 
ing, K. Black(6) outlines the advances made 
in training during the 3 years since the Na- 
tional League set up its council on the sub- 
ject. Further appraisal is necessary, she 
says. 

The problems raised by the aged in hospi- 
tals are discussed by Kolb(7). He suggests 
intensified social programs in the community, 
closer liaison (both directions) between the 
mental hospitals and public homes for the 
aged. Shindell and Cornfield(8) report on a 
study of the patients over 60 in the Con- 
necticut state mental hospitals, and conclude 
that only about 1.5% of the “‘seniles” in hos- 
pitals could be cared for elsewhere. The 
problem was discussed at a meeting of the 
Royal Society of Medicine(g) ; Cosin advo- 
cated the establishment of day hospitals, 
while Roth urged further research into the 
epidemiology of mental illness in old age, 
adding that our present ignorance is a 
“standing reproach.” Croog(10) considers 
patient government, with particular refer- 
ence to the social backgrounds of the more 
active participants. Jones(11) discusses the 
“therapeutic community.” Freyhan(12) de- 
picts the changes in hospital atmosphere 
brought about by the “tranquilizing” drugs 
and by the practice of the newer social con- 
cepts. This topic is likewise considered in 
an article by Merguet(13), who presents 
much the same conclusions from his observa- 


tions in Westphalia, Germany. Rowell(14) 
presents an interesting study in ward man- 
agement at Milledgeville State Hospital. 
Braceland(15), in a stimulating article, gives 
his views on the future of the mental hos- 
pital. A change is needed, he says, in the 
configuration and atmosphere of hospitals, 
and in the orientation of the community and 
the medical profession. Petry(i6) pleads for 
career personnel and the abolition of partisan 
politics in hospital administration. An inter- 
esting outline of the structure, organization 
and operation of a mental hospital from the 
French point of view is given by Ueber- 
schlag(17). The place of the medical record 
librarian is set forth by Christian(18), 

As for books, one should note Bennett, 
Hargrove and Engel’s(1g) volume on the 
practice of psychiatry in general hospitals, 
that by Greenblatt(20) and others on the 
progress from custodial to therapeutic pa- 
tient care in mental hospitals, and the APA 
pamphlet(21) on psychiatry, the press and 
the public. 
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The annual output of articles and books 
continues to grow, reflecting the widening 
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interest in this subject. Szasz(1) contributes 
a thoughtful and stimulating article on the 
general topic of relationships between psy- 
chiatry and the law. Eldredge and Had- 
den(2) describe the new Philadelphia 
Medico-Legal Institute, an organization to 
promote closer relations between the two 
professions. The Temple Law Quarterly(3) 
and the Boston University Law Review( 4) 
each devoted the larger part of an issue to a 
symposium on the topic of law and psy- 
chiatry. On the subject of expert testimony, 
Sir David Henderson(5) and Ben Karp- 
man(6) are among the psychiatric authors. 
Dean Ladd(7), of Iowa, and De Parcq(8) 
present the views of lawyers. The latter sees 
with a jaundiced eye the use of disinterested 
experts as “inconsistent with the adversary 
system.” In contrast, a special committee 
of the New York City Bar Association(g) 
has published a book on the operation of 
the panel system of experts in tort cases. 
Special topics are considered by Tuchler, 
Bromberg and others(10) (symposium on 
traumatic neuroses), Ague(11) (liability of 
insane persons in tort actions), Fauver(12) 
(fitness for trial), and Baruk(13) (commit- 
ment). On the subject of narcoanalysis 
Lange(14) concludes that it is wholly im- 
proper to use it in criminal proceedings. 
Goppinger(15) discusses the matter of con- 
sent by mental patients and their relatives 
in certain procedures such as electroshock. 
The Durham case continues to provoke dis- 
cussion, nearly all of it favorable to the 
“product test” laid down in that case. Mr. 
Justice Douglas(16) gives a strong endorse- 
ment of the principle, while Prof. Jerome 
Hall(17) takes vigorous exception. Board 
presents an “operational conception” of 
criminal responsibility, equating it with “de- 
terrent efficiency and/or efficient punish- 
ability’(18). Davidson(1g) discusses irre- 
sistible impulse and criminal responsibility, 
taking the attitude that “insane” is synony- 
mous with “psychotic” in considering im- 
pulse. Burchell(20) describes an interesting 
case of homicide during nightmare, with ac- 
quittal by reason of insanity. An unsigned 
note(21) discusses the refusal of the Court 
of Military Appeals to follow the lead of the 
United States Court of Appeals (D.C.) in 
the Durham case. Glueck, Jr.(22) presents 


a study of psychodynamic patterns in homo- 
sexual offenders, concluding that 76% of 
the subjects studied were using some type 
of schizophrenic adaptation. Maughs(23) 
brings his useful review of the literature on 
psychopathic personality up to date (1947- 
1954). On the historical side, Diamond (24) 
provides an interesting account of the role 
of Isaac Ray’s work in the trial of M’Nagh- 
ten, and Scott(25) presents a biographical 
sketch of Henry Maudsley. Several books 
may be mentioned. Two volumes in the 
Isaac Ray series have appeared—those by 
Judge John Biggs, Jr.(26) (The Guilty 
Mind) and Prof. Henry Weihofen(27) 
(The Urge to Punish). A translation of 
Jean Rolin’s book on police drugs(28) has 
recently appeared, as has the third edition of 
the late Doctor Regan’s book on the doctor 
and the law(29). Barnaby Conrad(30) has 
written an interesting account in historical 
novel form of an early use of the insanity 
plea in which Secretary Seward was attorney 
for the defense. 

Since 1956 was an even-numbered year, 
relatively few legislatures were in session. 
Many of the bills passed were only of local 
interest. Pennsylvania(31) established a 
Commonwealth Mental Health Research 
Foundation, an instrumentality of the Com- 
monwealth. It also provided for the appoint- 
ment of a Deputy Secretary of Welfare to be 
Commissioner of Mental Health(32). New 
Jersey(33), for some obscure reason, ex- 
cepted indecent exposure from the provision 
that sexual offenders are to be submitted to 
a program of specialized treatment. It is 
noted with regret that Georgia(34)_ still 
speaks of “lunacy” and “lunacy trials.” New 
York(35) passed a number of provisions rel- 
ative to the aged. 
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MILITARY PSYCHIATRY 
JOSEPH S. SKOBBA, M.D., Artanta, Ga. 


During the current year the major themes 
in publications on military subjects were the 
studies on the selection of personnel, evalua- 
tion of experiences in the Korean conflict, 
and application of current psychiatric prin- 
ciples to the military setting. Experiences in 
the last category reflect continuing progress 
in adapting psychiatric principles to the mili- 
tary needs. Very encouraging is the chang- 
ing attitude of the military to permit and en- 
courage the efforts toward this goal. 

Glass(1) studied a random sample of 505 
men selected on the basis of the last digit 
in their Army serial number. In August 
1951, these individuals were evaluated in 
basic training. The psychiatrist was re- 
quested to record his opinion as to subse- 
quent usefulness of the subject if assigned to 
(1) a combat zone, (2) an active combat 
area with little or no opportunity for partici- 
pation in battle, (3) a noncombat theater 
of operations. The corapany commander was 
required to rate the subject after 3 weeks 
basic training as to whether the individual 
would become an outstanding, average, or 
poor soldier. The service records of these 
men were reviewed in 1954. They found that 
psychiatrists attained a high degree of ac- 
curacy in their selection of subjects for satis- 
factory service. However, except for assign- 
ments in the U. S., their predictions of 
unsatisfactory duty were usually erroneous. 
The authors considered this inability to de- 
termine in advance the potentially below 


average or poor soldier the basic unsolved 
difficulty of psychiatric selection. The results 
of the study cast strong doubts on the use 
of basic training as a screening device since 
potential inadequacy was poorly distin- 
guished in this period. 

Sparks(2) from a follow-up of 5,000 in- 
dividuals studied at cadet level, of whom 111 
were located and studied in a combat zone, 
concluded that psychiatric screening for com- 
bat duties based on training level, group psy- 
chological test data, and clinical appraisals 
is ineffective to either screen out failures or 
identify the successes in combat flying. At 
present probably only on-the-spot psychiatric 
evaluation by a psychiatrist in collaboration 
with the flight surgeon can give the best 
opinion available on combat proficiency of 
a given pilot. 

Firestone(3) modified the screening inter- 
view of enuretic recruits to include a permis- 
sive and reassuring discussion designed to 
relieve anxiety associated with enuresis. 
This, together with an attempt to focus posi- 
tive motivation through plausible behavioral 
suggestions for overcoming the habit, re 
sulted in reducing by 60% the number of 
potential dischargees among enuretics by en- 
abling them to become asymptomatic. 

Robbins(4), in an evaluation of the effect 
of the tour of duty in Korea on the emotional 
status of the U. S. soldier, studied 191 sol- 
diers selected at random from an infantry 
regiment by use of a psychosomatic check 
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list extracted from the M.M.P.I. and the 
Thematic Apperception Test. Over-all per- 
sonality characteristics as measured by the 
experimental tests did not seem to be mark- 
edly affected by the 16-month tour of duty. 
There was some suggestion of both an in- 
crease in the soldier's aggressive impulses 
and a decrease in affiliation needs as the 
tour progressed. 

Wallinga(5) observed a group of career 
military personnel whose effective function- 
ing in the latter part of their service career 
was interfered with by inability to control 
drinking. To prevent separation of highly 
trained individuals with long experience, he 
suggests that a realistic course be adopted to 
meet the strong dependency needs of such 
individuals by restricting promotion so that 
they will not feel group pressure, and to 
recognize them in some other way. He noted 
that these individuals showed a lack of in- 
terest in promotion and a complacent atti- 
tude toward demotion. An additional cor- 
rective measure would be assignments that 
would accommodate the personality limita- 
tion of the man. These individuals could be 
used where individual performance, rather 
than individual responsibility and decision, is 
required. 

West and Swegan(6) reported a_ pilot 
study to work out methods for a possible 
new approach to the problem of chronic alco- 
holism in the military service. Treatment 
was offered to a group selected on the basis 
of a proven record of achievement, the 
knowledge and approval of the patient’s com- 
mander, the economy that could be effected 
through successful rehabilitation without mil- 
itary risk. The medical program was closely 
integrated with A.A. Twenty-five of 50 pa- 


tients were considered improved with main- 
tenance of sobriety from the beginning and 
continuously successful performance of duty. 
A related effect was the increased number of 
spontaneous referrals to A.A. The authors 
recommended a new approach to alcoholism 
in the military service which would stress 
education for prevention and early recogni- 
tion, encouragement of referral and _ self- 
referral for prompt evaluation and treatment 
of suitable cases and provision for a more 
flexible, rapid, and effective means of dis- 
position within the existing regulations. 

Wilmer(7) found that efforts to foster ac- 
culturation of new patients by the patients 
on the ward, with staff help and encourage- 
ment, have made it possible to eliminate to- 
tally the use of quiet rooms and parenteral 
sedation. This was accomplished by daily 
working with the patients and staff so that 
each 24-hour period was constantly scruti- 
nized as therapy. They emphasize the so- 
cialization and changes in human behavior 
that result from simple humane care of 
patients. 
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PSYCHIATRIC EDUCATION 
FRANKLIN G. EBAUGH, M.D., Denver, Co.o., ano ROBERT H. BARNES, M.D., Kansas Crry, Mo. 


For psychiatric education, 1956 was a very 
active year, as measured by the quantity and, 
to an extent, by the quality of published re- 
ports and speeches. There is a continuing 
awareness of the value of psychiatry in the 
education of medical students toward a more 
comprehensive view of medicine and the 


treatment of sick people. The need for 


training more personnel in the mental health 
field is becoming ever more apparent. As 
Daniel Blain(1) has warned, “the problem 
of personnel shortages in psychiatric services 
is so overwhelming that it threatens the very 
possibility of progress.” He suggests a par- 
tial solution in terms of shifting “more of 
the work load from highly trained profes- 


| [ Jan. 
a 
4 
ag 
4 
4 
ww 
| 
- 


1957] 


REVIEW OF PSYCHIATRIC PROGRESS 1956 


649 


sionals to less highly trained people working 
under proper supervision.” He points out 
the increased use to which people in “trou- 
ble-shooting agencies,” such as health, edu- 
cation, and welfare agencies, hospitals, 
homes for the aged, etc., can be put. Thus, 
by strengthening their effectiveness in men- 
tal health work through psychiatric consul- 
tation, supervision, and training, it may be 
possible for them to serve as a “bulwark” to 
prevent people from “sliding into the area 
of direct psychiatric, clinical services.” A 
program for the training of psychiatric resi- 
dents in such consultative skills has been 
outlined by a group at Duke University 
(2). Unfortunately, all too often, the psy- 
chiatrist, largely through deficiency in train- 
ing, is unable to work effectively as a con- 
sultant to these ancillary groups which are 
of such tremendous potential importance in 
the over-all mental health picture. Weis- 
kotten’s(3) survey is rather disheartening in 
indicating that the relative proportion of 
physicians going into the specialty of psy- 
chiatry has not changed greatly through the 
years (cf. in 1920, of those going into all 
specialties, 6.6% went into psychiatry; in 
1930, 12.5% ; in 1935, 8.1%, and in 1945, 
8.2%). Since the total number of graduates 
going into all specialties increased rather 
markedly through these years, the number 
of psychiatrists also increased, but not rela- 
tively either to certain other specialties or 
to the increased demand for psychiatric 
services, 

The problem of providing adequately 
staffed psychiatric departments in our medi- 
cal schools has continued and in many ways 
increased, partly because of the need for more 
psychiatric teaching personnel in many of the 
newer, “comprehensive” curricula. Concern 
in some quarters regarding supposedly un- 
fair competition between full-time medical 
school faculties and private practitioners, can 
and must be worked out satisfactorily. Hin- 
sey(4) has pointed out that no medical 
school department can reach its maximum 
effectiveness without a nucleus of full-time 
teachers, men who must also of necessity 
practice within the environs of their own 
institution. Stone(5), however, emphasizes 
the potential value of the part-time staff 
members in clinical teaching, particularly in 


“filling the gap between academic medicine 
and medical practice.” He points out that 
too often medical schools and university 
hospitals have been inclined to snub this 
group, a policy which may alienate the in- 
stitution from the practicing medical profes- 
sion and may also deprive the institution of 
a potentially valuable teaching group. While 
advocating a “warmer welcome and more 
equal status for part-time teachers,” he real- 
istically admits that “only a small percentage 
of all practicing physicians have the qualifi- 
cations, the desire, or simply the nearness of 
residency to fit them for such part-time 
teaching.” 

Undergraduate Medical Education.—The 
number of applicants for the study of medi- 
cine this year rose 14% over 1955(6). If 
this trend continues, it will represent a re- 
versal of the picture of the last 6 years and 
will indicate that medical schools will be able 
to fill all of their available openings with 
qualified applicants. There has been a con- 
siderable increase in the number of openings 
for medical study with the addition of 2 new 
schools and the enlargement and extension 
of several others(6). Because of the po- 
tential value of certain psychiatric and psy- 
chological evaluation techniques, there is an 
increased interest on the part of medical 
school admission committees in having psy- 
chiatrists serve on these selection boards. To 
what extent either interviews or test pro- 
cedures may be of help remains an open 
question. Whitby(7) quotes work at Cam- 
bridge suggesting no significant correlation 
between 1.Q. evaluation and either premedi- 
cal or first-year medical school exams. Fat- 
terson(8) suggests that the Figure Draw- 
ing Test may be a useful adjunct in the 
selection of medical students. She further 
believes that such a procedure may give some 
insight into questions of self-confidence, 
motivation, drive, energy, etc. We suspect 
that this is much more than can be expected 
from a single test or even a battery of psy- 
chological tests, but both these reports indi- 
cate a healthy trend—that psychiatrists and 
psychologists are beginning to work on this 
important problem of the selection of medi- 
cal students. 

Curriculum changes and innovations, de- 
signed to make for a more comprehensive, 
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person-oriented approach to medicine have 
continued, Thirty schools in the United 
States and 4 in Canada have reported such 
changes or studies aimed toward revision 
(9). “Curriculum innovations vary from 
the introduction of a variety of weekly lec- 
tures on non-medical subjects by authorities 
in the various fields of music, literature, art, 
philosophy and history, to an objective analy- 
sis or re-organization of the total curriculum 
program of the institution’(9g). A more 
complete report of what is being done at 
certain of the schools may be found in the 
appended bibliography and in the compre- 
hensive series of articles entitled “Reports 
on Experiments in Medical Education“ (10). 
The most extensive revision is one initiated 
at Western Reserve in September 1952. 
This program has been reviewed by their 
associate dean(11), who describes the crea- 
tion of “multidiscipline laboratories” in 


which a student has individual working 
space available to him 24 hours a day. How 
the psychiatrist has an opportunity to work 
directly with both medical students and fel- 
low physicians as a consultant in this pro- 


gram has been recently summarized(12). In 
the Western Reserve program and in many 
others where a “comprehensive clinic’”’ has 
heen set up, the psychiatrist works as a con- 
sultant. A rather basic departure from this 
is the Temple program(13), which utilizes 
a psychiatrist as co-administrator of the 
clinic, sharing the over-all responsibility with 
the internist. In the Temple program for 
the teaching of comprehensive medicine to 
senior students, home visits are utilized. 
Thus, psychosocial medicine is taught from 
case material, seen both in the clinic, and 
subsequently, in the home environment. The 
team of internist, psychiatrist, and social 
worker discusses with the medical students 
the importance of such things as over- 
crowded tenements, effects of alcohol on the 
family, illegitimacy, mental deficiency, and 
the relationship between these various prob- 
lems and illnesses. 

At the University of Kansas, the program 
of providing each senior medical student 
with 44 weeks with a preceptor continues. 
This is no longer an experimental program 
but is actually part of the regular curricu- 
lum. Wescoe’s(14) account of this program 


is quite fascinating, as is his suggestion that 
“the best way to teach comprehensive medi- 
cine may be in a program where the student 
deals with the individual who really does 
provide such care—the general practitioner.” 
The approach is somewhat different at the 
University of Mississippi(15), where they 
have to some extent followed the pattern set 
at the University of Tennessee, and bring in 
general practitioners to conduct their pro- 
gram within the medical school. The student 
selects and cares for the medical needs of a 
family under the supervision of the general 
practitioner. 

Turner(16) wisely intimates that while 
much has been said during recent years 
about the correlation and integration of 
medical teaching, much of what has been 
done has fallen far short of actually accom- 
plishing a significant degree of teamwork 
and real integration. He points out that the 
easiest and laziest way is really to side-step 
such efforts and teach “in the splendid iso- 
lation of specialization.” Oftentimes, the 
problems a traditionally oriented faculty has 
in thinking comprehensively are overwhelm- 
ing. At Western Reserve(17), they were 
fortunate in having a new, young faculty, 
unbound by tradition. 

As far as psychiatrists are concerned, these 
curriculum revisions have involved us as im- 
portant team members, expected to impart 
knowledge of how to care for the sick in- 
dividual. In this we are equal partners with 
the internist, pediatrician, etc. Thus, more 
and more, psychiatry is being taught as part 
of the comprehensive curriculum and not as 
a specialty subject entirely apart. Nonethe- 
less, our identity as a specialty must still re- 
main and medical students must learn about 
emotional illness, per se. The Committee 
on Medical Education of The American Psy- 
chiatric Association has recently published a 
statement outlining a curriculum for the 
teaching of psychiatry in medical schools. 
This is a detailed report with a discussion 
of problems in both the preclinical and clini- 
cal years, with objectives, curriculum con- 
tent, etc., being well-covered(18). As far 
as methods of teaching psychiatry itself are 
concerned, a report from the University of 
Rochester(19) indicates the value of the use 
of small groups, with close individual atten- 
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tion by the instructors. Certainly most psy- 
chiatrists working with medical students are 
firmly convinced of the value of small group 
teaching. Unfortunately, this is “expensive” 
in terms of teaching time. Turner(16) has 
sagely summarized the ways in which re- 
search demands and ambitions, and the 
pressures of training residents, have im- 
pinged on the available time of the medical 
educator, and have often cut down his ability 
to give to what should possibly be his prime 
concern, the training of medical students. 

Residency Training.—Despite concern 
from some as to the advisability of continu- 
ing internships, and despite the tendency of 
some specialties to promote straight intern- 
ships, the great majority of medical school 
graduates have continued to serve in rotat- 
ing internships following graduation. Ap- 
proximately 89% of all internships continue 
to be rotating ones(20). Recently the Stu- 
dent American Medical Association con- 
ducted a survey of interns with respect to 
the question “Is interning worthwhile or 
should it be abolished?” Over go% of those 
replying felt that the intern year should be 
continued, although the vast majority had 
many questions about the effectiveness and 
value of their own programs(21). In a re- 
cent symposium on “Qualifications for Psy- 
chotherapists”(22), the importance of the 
internship in the psychotherapist’s develop- 
ment was stressed. The internship teaches 
the “dynamic importance of being respon- 
sible for people in crises’ —bei_g responsible 
for problems of life and death—as well as 
helping the trainee to develop the ability to 
communicate with and appreciate other phy- 
sicians’ problems. 

The census in regard to the number of 
residents in training for the 1955-56 year 
indicates 1,950 psychiatric residencies filled 
as compared with 1,800 at this same time 
last year. This represents 72% of the ap- 
proved residencies being filled(23). A large 
portion of these resident trainees are from 
foreign lands and thus, will not be available 
to meet mental health needs in this country. 
More and more, the United States is becom- 
ing the graduate and postgraduate psychi- 
atric training center for a large number of 
foreign physicians. Leveroos(24) points out 
some of the problems involved in training 
foreign students and the detrimental effect 


of the “pyramid system” of residency, which 
often results in the exclusion of the foreign 
resident following his preliminary years of 
training. Fortunately, the “pyramid sys- 
tem” is unusual in psychiatric programs, but 
this does underline both some of our respon- 
sibilities to these residents and some of the 
difficulties we may encounter in giving them 
the sort of advanced training we should 
like. 

Boshes(25) has recently reviewed “The 
Responsibility of the Graduate [Educator in 
Neurology and Psychiatry.” He views with 
some alarm what he sees as a tendency for 
many training programs to become too ex- 
clusively concerned with “the intricacies and 
minutiae of psychoanalytic concepts.” He 
thinks this may result in a degree of “pro- 
vincialism” and a tendency for at least some 
trainees to pull themselves out of the frame- 
work of medicine. He makes a strong plea 
for educating trainees broadly during the 
residency period, “The years of graduate 
training must be invested in a solid basis of 
experience in which all ideologies of proved 
merit are presented fairly.” Kenneth Appel 
(26) reviews an 8-year period in which he 
served on the American Board of Psychiatry 
and Neurology. He notes, possibly with 
some concern, that “psychiatry in many 
places has almost become psychodynamics 
and intensive psychotherapy.” He also un- 
derlines the need for psychiatry to stay 
closely tied to medicine and psychophysio- 
logical knowledge and research. He makes 
a plea for more emphasis on social science 
without eliminating neurology and neuro- 
physiology from both training and examina- 
tion in psychiatry. While he sees a trend 
toward “liberalization” in the examinations 
in neurology for psychiatrists, he believes 
that there is a strong need to keep at least 
the present level in terms of the neurological 
knowledge demanded of psychiatrists seek- 
ing certification. 

Many training centers admittedly do not 
have the facilities and personnel or clinical 
material to give the broad and basic experi- 
ence they would like their trainees to obtain. 
A group in Boston(27) reports on 5 years’ 
experience in the functioning of “affiliated 
centers”—the Psychiatric Training Faculty 
of Massachusetts. This program is designed 
to give 3 years of basic training and an ad- 


4 
4 
| 
i} 
| 
| 
ig 
4 
4 


652 


REVIEW OF PSYCHIATRIC PROGRESS 1956 


Jan. 


ditional 1 or 2 years of advanced training in 
the subspecialties of psychiatry. Another 
large program, that of the School of Psy- 
chiatry of the Menninger Foundation, has 
recently celebrated its tenth anniversary and 
the enrollment of the five-hundredth physi- 
cian to seek training there. They note, in 
addition, a new training program for psy- 
chiatrists desirous of becoming managers and 
superintendents of large mental hospitals 
(28). 

The problem of selection of trainees for 
psychoanalytic psychotherapy was brought 
up(29). This report deals with the value of 
interviews and Rorschach data in the screen- 
ing of applicants and the difficulty in corre- 
lating such data with subsequent proficiency 
in psychotherapy. Thompson notes the dif- 
ficulty we have in agreeing as to what actu- 
ally constitutes an effective psychotherapist. 
The same selection problems exist in terms 
of screening candidates for general psy- 
chiatric training. 

Several articles have appeared dealing 
with the value of psychiatric training for 
residents in other specialties. Kolb(30) re- 
ports on his experience of providing train- 
ing by assigning the nonpsychiatric resident 
to a psychiatric service for a definite period. 
Ile suggests that for the medical, neurologi- 
cal, or pediatric residents such training 
might be invaluable. He points out the dif- 
ficulty, however, in finding psychiatrists who 
are experienced or sufficiently comfortable 
in a general medical setting to deal effec- 
tively with the training of the nonpsy- 
chiatric residents. Silverman(31) outlines 
another approach for “Teaching Psycho- 
analytic Psychiatry to Medical Residents.” 
Rather than assigning the resident to a psy- 
chiatric service, small, informal group ses- 
sions, oriented around certain medical cases 
presenting emotional problems is the method 
used. He emphasizes the need for the psy- 
chiatrist to come as a medical colleague and 
to show interest in the physical aspects of 
the case being discussed. Ile points out the 
value of this in promoting a positive trans- 
ference with the nonpsychiatric resident and 
its value in overcoming at least some of 
their resistances. Stubblefield, Keeley and 
Conger (32) have outlined a similar type of 
program for aiding pediatric residents to 
develop a greater awareness and understand- 


ing of the emotional needs and problems of 
their patients and greater skills in dealing 
with them. Weekly, t-hour group discus- 
sions were conducted by the authors with 
pediatric residents and staff. 
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CLINICAL NOTES 


THE EFFECTS OF FRENQUEL UPON CHRONIC DISTURBED 


Frenquel (alpha-(4 piperidyl) benzhydrol 
hydrochloride) has been attributed the prop- 
erties of blocking schizophrenic hallucinations 
and delusions and of leading to better ward 
adjustment. However, inconsistent results 
have been reported from relevant experi- 
ments(1, 2, 3) and most of the studies suffer 
from inadequate controls and lack of objec- 
tive criteria. A study carried out at this 
hospital had indicated that Frenquel signifi- 
cantly decreased ward adjustment scores. The 
measuring instrument employed was the 
Hospital Adjustment Scale (H.A.S.) by 
Ferguson, McReynolds, and Ballachey. The 
present study was undertaken to check those 
results. 

Method.—The H.A.S. was administered 
to 38 actively hallucinating chronic female 
patients who were then divided into 2 groups 
with nearly equal group means (29.89 and 
29.80). A psychologist who was otherwise 
unassociated with the experiment made the 
division and she and the pharmacist were the 
only ones aware of which patients received 
Frenquel and which received placebo pills. 
The Frenquel and the placebo pills were 
identical in appearance, taste, and odor. The 
subjects received no other tranquilizing drugs 
or therapy during the experimental period. 
Twenty patients received 20 mg. of Frenquel 
t.i.d. for 1 month while 18 patients received 
3 placebo pills a day for 1 month. At the 
end of that month all 38 patients were again 


1 The Frenquel and the placebo used in this study 
were supplied by the Wm. S. Merrell Company, 
Cincinnati 15, O. 

2 This study was undertaken at Eastern State 
Hospital, Williamsburg, Va. The authors grate- 
fully acknowledge the assistance of Mrs. Elizabeth 
Williams, psychologist, and the ward attendants 
who were associated with this study. 


PATIENTS 


ERNESTINE C. PEAK, M.A., ROBERT E. CANESTRARI, M.A., ano 
BASIL E. ROEBUCK, M.B., B.S. 
Va. 


interviewed by the same examiners and the 
H.A.S. was readministered by the same at- 
tendants. Special inquiry was made as to the 
presence or absence of hallucinations. 

Results and Discussion.—In 18 of the 20 
patients in the Frenquel group, hallucinations 
were demonstrated and 8 showed an increase 
in their expression of hallucinations. Of the 
18 placebo patients, one showed slight de- 
crease in hallucinations and 6 showed an in- 
crease in their expression of them. Both 
groups showed slight improvement on the 
H.A.S. (29.80 to 32.25 for the Frenquel 
group and 29.89 to 40.94 for the placebo 
group), but 7-tests revealed that the im- 
provement was not significant at the 10% 
level of confidence for the Frenquel group 
(i.e., the increase in score could occur by 
chance alone). There was no significant dif- 
ference between the Frenquel and placebo 
groups either before or after treatment. Only 
once in 100 cases could an increase as large 
as that found in the placebo group occur by 
chance alone, but there is evidence to indicate 
that this finding is an artifact which does not 
affect the Frenquel group. No deleterious 
side-effects were found. 

We conclude that Frenquel, as adminis- 
tered in this study, neither significantly de- 
creased delusions and hallucinations nor im- 
proved the ward adjustment of these chronic 
female patients. 
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CLINICAL NOTES 


PROMAZINE IN CHRONIC SCHIZOPHRENIC PATIENTS 


JOSEPH A. BARSA, M.D., ann NATHAN S. KLINE, M.D. 
Orancesure, Y. 


The purpose of this study was to evaluate 
the effect of promazine hydrochloride? as 
compared with chlorpromazine in chronically 
disturbed schizophrenic female patients. 
Twenty-one such patients were selected, 
ranging in age from 25 to 68; duration of 
present hospitalization: 2 to 24 years. Nine- 
teen patients had previously received courses 
of combined reserpine-chlorpromazine and of 
chlorpromazine alone over a 12- to 18-month 
period; 2 patients received chlorpromazine 
alone for 6 and 12 months respectively. 

Just prior to the onset of promazine ther- 
apy all had been receiving chlorpromazine 
alone for a minimum of 6 months, and had 
reached a plateau of mild to moderate im- 
provement. They were on a maintenance 
dose of 25 to 150 mg. chlorpromazine q.i.d., 
except for one patient who received 300 mg. 
q.i.d. 

For the purposes of this study the mainte- 
nance dosage of chlorpromazine was discon- 
tinued abruptly and replaced immediately 
with promazine, milligram for milligram. 
Within the next 3 weeks 9 of the 21 patients 
showed signs of relapsing and required an 
increase of dosage of promazine up to double 
the initial dose in order to reach their former 
level of improvement. The other patients 
maintained their improvement without the 
need of increased dosage. All the patients re- 
ceived promazine for 3 months; none showed 
improvement greater than that attained with 

1 Rockland State Hosp., Orangeburg, N. Y. 

2 The promazine was supplied by Wyeth Labo- 
ratories under the name of Sparine. 


chlorpromazine. The dose of promazine 
varied from 25 to 300 mg. q.i.d. 

The clinical effect of promazine seemed 
similar to that of chlorpromazine, except that 
the former appeared weaker, milligram for 
milligram. With the higher doses of proma- 
zine a few patients complained of slight 
fatigue and drowsiness, and one developed a 
mild rigidity and loss of associated move- 
ments. There was no occurrence of jaundice 
or blood dyscrasia. It must be remembered, 
nevertheless, that all of these patients had 
been on chlorpromazine for at least 6 months 
before receiving promazine, and this fact 
may account for the minimal side-effects ob- 
served with promazine, for it is known that 
with chlorpromazine the majority of side- 
reactions occur in the early phases of treat- 
ment. 

However, there was one side-effect which 
requires special mention. Of the 3 patients 
who received 300 mg. promazine q.id., 2 
developed grand mal convulsive seizures for 
the first time. Both had previously been on 
chlorpromazine for 8 and 12 months respec- 
tively, receiving a dose as high as 300 mg. 
q.i.d., and there had been no convulsive 
seizures. In both instances the dose of pro- 
mazine was reduced to 200 mg. q.i.d. with- 
out any further incidence of convulsions. An 
EEG taken on one of the patients was nor- 
mal; the other patient was too uncooperative 
to allow this procedure. 

In summary, promazine appears to have 
a chlorpromazine-type of clinical effect. 
However, in 9 of the 21 patients, it required 
double the amount of promazine to equal the 
clinical effect of chlorpromazine. 
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CASE REPORTS 


EPILEPTIFORM SEIZURES UNDER PROMAZINE THERAPY: 


OCCURRENCE IN TWO CASES WITHOUT HISTORY OF 


One of the rare observations in connection 
with chlorpromazine therapy is that patients 
not having had any history of a convulsive 
disorder and often with a normal electro- 
encephalogram have developed epileptiform 
seizures for the first time in their lives while 
under this treatment. The possibility exists 
that a few of them continue having seizures 
after discontinuance of the drug. 

Promazine (10-(y—dimethylamino-n-pro- 
pyl) phenothiazine hydrochloride) is a close 
chemical relative to chlorpromazine, consist- 
ing of chlorpromazine minus the chlorine 
atom attached to the phenothiazine nucleus. 
With its introduction it was hoped that a sub- 
stance had been found that had the beneficial 
effects of chlorpromazine with decreased or 
absent undesirable and toxic side-reactions. 

Unfortunately, we have noted epileptiform 
seizures in patients without such a history 
prior to taking the drug. In our observation 
therefore promazine is not less toxic than 
chlorpromazine, We have observed 2 patients 
who developed typical generalized nonfocal 
epileptiform convulsions for the first time 
while on promazine medication. 


Case 1.—A_ 23-year-old, white, single female, 
was admitted on April 24, 1956, to the Columbus Re- 
ceiving Hospital with the symptoms of an acute 
schizophrenic reaction, hebephrenic type. She had 
never had any convulsive seizures nor were there 
any reported in her family. 

On April 24, she received 200 mg. chlorproma- 
zine; on April 25, 500 mg. and on April 26, 100 mg. 
of chlorpromazine in the morning. Her medication 
was then changed to promazine with the following 
dosages: April 26, 100 mg. 3 times, I.M.; April 27, 
200 mg. 3 times, I.M.; April 28, 300 mg. twice and 
200 mg. once, orally; and on April 29, 300 mg. 5 
times, orally. Only while under the heavy dosages 

1Qhio State University College of Medicine, 
Columbus Receiving Hospital & State Institute of 
Psychiatry, University Health Center, Columbus 10, 
Ohio. 


FORMER SEIZURES 
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Co_umsus, Onto 


was she able to leave special care for short periods. 
On April 29 at 7:00 p.m., the patient had a gen- 
eralized grand mal, nonfocal, epileptiform seizure. 
After slumping in her chair, she exhibited tonic 
clonic generalized convulsions lasting about one 
minute. There was complete loss of consciousness. 
During the seizure she was observed by experienced 
nursing personnel and was seen by one of us in the 
immediate postictal confusional stage. A_ positive 
Sabinski was still present. On awakening she was 
temporarily more belligerent and hostile and had 
retrograde amnesia for the seizure. 

Promazine was temporarily discontinued, but on 
the next day was reinstated and continued for 54 
days, averaging 800 mg. per day. There were no 
additional seizures. Following this, under chlorpro 
mazine, she improved and left the hospital satis- 
factorily adjusted on August 3, 1956. 

On May 9, 1956, an EEG with hyperventilation 
and with photic stimulation was normal. Up to the 
date of this report she had not had any further 
seizures, 

Case 2.—A 30-year-old, white, married female 
entered the hospital on August 2, 1956, with a diag- 
nosis of acute schizophrenic reaction, paranoid type. 

Seginning the next day she received promazine on 
the following schedule: August 3, 50 mg. twice, 
I.M.; August 4, 50 mg. twice and 100 mg. 3 times, 
I.M.; August 5, 100 mg. 3 times, I.M.; August 6 
through 8, 200 mg. 4 times, orally; August 9, 
200 mg. 3 times, orally. The increase was prompted 
by the noneffectiveness of lower dosages, whereas at 
a dosage of 800 mg. per day she responded satis- 
factorily, except for the commonly reported consti- 
pation on ataractic drugs. 

On August 9 at 7:45 p.m. she complained to a 
nurse of feeling strange, that something was going 
to happen. Immediately she developed a_tonic- 
clonic, nonfocal, generalized epileptiform convulsion 
of about one minute’s duration. She lost conscious- 
ness. Afterward she fell asleep, barely responding 
to stimulation. About 5 minutes after the seizure 
she was seen by one of us, when she exhibited posi- 
tive Babinski, loss of pupillary reactivity, and was 
in a deep sleep. After one hour she had regained 
full consciousness but with a retrograde amnesia 
concerning her seizure and postictal period. 

Promazine was discontinued ; the patient was later 
put on chlorpromazine and continued to improve. 
On August 13, 1956, she had an EEG with hyper- 
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ventilation and photic stimulation and on August 209, 
1956, an EEG without photic stimulation, both of 
which were within normal limits and free of seizure 
patterns. Still in the hospital at this writing, she 
has had no further convulsions. No personal or 
family history of seizures was present. 


One might say that the dosage employed 
by us in these 2 patients was rather high, 


Although the introduction and widespread 
use of the “ataractic” drugs have decreased 
the need for electroshock therapy, there are 
still instances when shock therapy is indi- 
cated. For this reason it is worthwhile to 
report the case history of a patient who, in 
spite of marked physical disability, namely 
an aortic aneurysm, received 275 electro- 
shock treatments over a 5-year period be- 
tween January 8, 1950, and January 28, 
1955. Kalinowsky and Hoch(1) report in 
their textbook in relation to contraindica- 
tions to electroshock that “aneurysm of the 
aorta is still an absolute contraindication.” 


The patient, a 48-year-old white male, was ad- 
mitted to Warren State Hospital in October 1949, 
with the primary symptoms of depression, somatic 
preoccupation and cancer phobia. The patient was 
constantly referring to the immenence of his death 
and as a result of his refusal to eat, he was emaci- 
ated and dehydrated. He required intravenous 
fluids. His blood pressure was 190/55. There was 
a rough systolic murmur transmitted to the an- 
terior axillary line. Strong pulsations of the ca- 
rotids existed. Grade one decompensation was be- 
lieved present. The liver was palpable 6 cm. below 
the costal margin. A strong pulsation was noted 
over the left thoracic area below the clavical. X-ray 
confirmed a clinical diagnosis of aneurysm of the 
knob of the aorta and showed the heart to be en- 
larged to the left. A history of syphilis was ob- 
tained and the Wasserman was positive. There 
was no evidence of CNS syphilis at this time. 

As we were cognizant of the fact that this pa- 
tient was a very poor risk for electroshock therapy, 
it was deferred. Penicillin was used to treat the 
syphilis and the cardiac decompensation was also 
treated. 


1 Superintendent, Hastings State Hospital, Ingle- 
side, Nebr., formerly clinic director, Warren State 
Hospital. 


ELECTROSHOCK THERAPY AND AORTIC ANEURYSM 
JACK A. WOLFORD, M.D.,' Hastincs, Neer. 


but with smaller amounts the desired effect 
of the ataractic drug was not obtained. 

It has been stated that the chlorine atom 
on the phenothiazine nucleus is responsible 
for the marked appearance of some of the 
side-effects. As these 2 cases prove, this is 
not true in regard to the development of 
epileptiform seizures. 


In spite of other forms of therapy, the patient 
continued to fail and it seemed that electroshock 
would possibly be a life-saving procedure. After 
thorough discussion of the risk and contraindica- 
tions with the family, it was elected to go ahead 
with EST. The first series of treatments was given 
in January 1950 and the result was good; how- 
ever, relapse with depression, marked regression 
with alternate overactivity and underactivity oc- 
curred and treatment with electroshock was con- 
tinued. During the next 5 years, a total of 275 
treatments was given. Many of these were on a 
maintenance basis. For most of this time, the pa- 
tient was able to live a much more useful life. 
He was free of depression much of the time and 
often went home on visit with his wife. We con- 
tinued to point out to her the ever-present risk. 

The last treatment was given on January 28, 
1955. On February 4, 1955, the patient apparently 
ruptured his aneurysm into a bronchus as he ex- 
pectorated blood and the X-ray resembled infiltra- 
tion of a pneumonic nature not resembling tuber- 
culosis. The patient died February 5, 1955. An 
autopsy was refused but we believed that the 
pathology was fairly evident clinically. 


This case is not reported because we feel 
that risks should be taken lightly or over 
such a prolonged period, but because this 
case points out that in spite of the pressure 
of a long-considered absolute contraindica- 
tion to electroshock, the patient may be suc- 
cessfully treated with EST. If this patient 
had responded successfully to one course, or 
even several courses of treatment, he might 
well have spent several additional years at 
home. 
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ADMINISTRATIVE NOTES 


EFFECT OF CHLORPROMAZINE AND RESERPINE ON BUDGETS 
OF MENTAL HOSPITALS ' 


WERNER TUTEUR, M.D.,? It. 


During April of 1956 the chief engineer 
(James Bryan) of Elgin State Hospital sub- 
mitted an unsolicited report announcing 
that repair work at a particular cottage 
(Hawley) had considerably decreased for a 
number of months. Being unaware of psy- 
chiatric treatment methods, the engineer 
asked for an explanation. 

At this particular cottage (present popu- 
lation: 231), female patients for years had 
been combative, destructive, and inconti- 
nent, and plumbers had been hard pressed 
to unclog and repair toilets, sewers and 
drains which patients had stuffed with para- 
phernalia. Also, carpenters had to be called 
frequently to repair screens and furniture, 
and glaziers had been busy repairing 
windows. 

This report tries to give in detail the ef- 
fect of tranquilizing drugs, through im- 
proved patient behavior, on equipment and 
other aspects of the budget on this particu- 
lar cottage. The paper covers 3 half-year 
periods: January I, 1954, to June 30, 1954, 
when chlorpromazine and reserpine had not 
yet been used at this hospital; January 1, 
1955, to June 30, 1955, during which period 
these drugs were introduced; January 1, 
1956, to June 30, 1956, when their effect 
could be generally felt. Inasmuch as during 
these 3 periods no other treatment was em- 
ployed and since it is unlikely that the large 
number of improved patients represents 
spontaneous remissions, it may be assumed 
that the improvement was the result of 
these drugs. 

1From Illinois Department of Public Welfare, 
Otto L. Bettag, M. D., director; Elgin State Hospi- 
tal, Elgin, Ill, Daniel Haffron, M. D., superinten- 
dent, and department of neuropsychiatry, Stritch 
School of Medicine, Loyola University, Chicago, 
Ill. 

2 Clinical director, Elgin State Hospital, Elgin, 
Ill.; assistant clinical professor, Stritch School of 
Medicine, Loyola University, Chicago, III. 


The clinical improvement, number of pa- 
tients treated, discharge and return rates of 
the latter at Hawley Cottage were covered 
in a separate paper(2). Chlorpromazine and 
reserpine were started at Hawley Cottage 
during February 1955. 

Because of patients’ less destructive be- 
havior, there had been a gradual decrease 
in the cost of maintaining equipment on the 
ward, such as repairs of toilets, floor drains, 
showers, windows, screens and furniture 
(Table 1). 

During the first half of 1954, $791.10 had 
been spent on wages necessitated by the up- 
keep of the ward; $656.01 were spent for 
the same purpose during the first half of 
1955, and only $290.50 were expended for 
this purpose during the first half of 1956. 

Table 2 gives evaluations of a different 
kind about Hawley Cottage between Janu- 
ary 1, 1956, and June 30, 1956. During this 
period 257 patients were treated. Twenty- 
five of these were discharged. A number of 
them are presently gainfully employed. Of 
these 25, five returned.’ Other items of gain 
during this period through use of the new 
drug therapy are noted in the table. It 
should be noted that there was clinical im- 
provement of 70% of the patients(2). There 
was also diminished tearing of clothing, bed- 
ding, mattresses, rubber sheets and blankets 
and diminishing destruction of shoes. There 
was a decrease of injuries to employees, re- 
sulting in turn in decrease of service-con- 
nected sick leave. Health standards increased 
by the abatement of incontinence and less 
destruction of plumbing. This resulted in 
less overcrowding of infirmaries and hos- 
pital facilities, where patients by necessity 


* After the introduction of tranquilizing drugs 
during the first half of 1955 patients began to leave 
by July 22, 1955. As of this writing, October 18, 
1956, a total of 56 patients have been discharged 
from Hawley, 11 of whom have returned. 
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TABLE 1 


COMPARISONS OF ExpeNDITURES ON SKILLED Crarts AT HAwLey py 3 HALF-yEAR Periops 
(Wages are Based on Local Union Scales of 1954, 1955, and 1956, respectively.) 


1-1-54 to 6-30-54 1-1-56 to 6-30-56 
Wages 
spent 
$ 88.35 
79.05 
623.70 


$791.10 


1-1-55 to 6-30-55 
Wages Wages 
spent spent 
$ 87.00 
72.88 
496.13 


$656.01 


Hours spent 


31 @ $2.85 
31@ 2.55 


Category Hours spent 
29 @$3.00 
27.5@ 2.65 
157.5@ 3.15 
214.0 
Over period 
1-1-54 to 


Hours spent 

8@ $3.15 $ 
11@ 2.80 30.80 
3.35 234.50 
89 $290.50 
Over period 


Carpenters 
Glaziers 
Plumbers 


25.20 


198@ 3.15 


260 


Savings 


I-1-55 to 
6-30-55 
Over period 
I-1-54 to 
6-30-54 .... 


$365.51 


$500.60 


Only repairs performed on the ward proper are considered in this survey. The hours express time spent on the ward 


by craftsmen, 


Note the decrease in working hours during the first half year of 1955, when tranquilizing drugs were being 


introduced, By June 30, 1956, when these drugs were in full use, savings in crafts became remarkable, in spite of an in 


crease in union wages during 1955 and 1956. 


had to be transferred frequently for tem- 
porary illness caused by poor hygienic con- 
ditions in this cottage. Such savings are dif- 
ficult to express in dollars and cents (See 
also legend of Table 2). 

One may argue that the savings in cost 


TABLE 2 


EVALUATIONS FoR HAwtey Corrace Covertnc 
Periop 1-1-56 To 6-30-56 

Patients treated 

Patients discharged 

Patients returned 


Total patient days saved by their absence 
from 1-1-56 to 6-30-56 
Illinois patient day rate 


Amount saved by fewer patient days.... $4,510.00 
Savings in cost of labor (from Table 1). $ 500.60 


Total $5,010.60 

Amount spent on chlorpromazine and 
reserpine 1-1-56 to 6-30-56, on 257 pa- 
tients under treatment during this period. 

Total spent on drugs in special chlor- 
promazine-reserpine clinic on patients 
discharged from Hawley Cottage be- 
tween 1-1-56 and 6-30-56 


$4,701 82 


Total $5,148.37 


Savings clearly offset the major part of cost of drugs. 
Many “hidden” savings are not tabulated; for example 
with the introduction of tranquilizing drugs, the use of 
sedatives, once administered at this cottage in large amounts 
for all practical purposes, was eliminated. Diminished 
tearing of clothing nad bedding, improved health standards 
decreasing overcrowding of hospital and infirmary units, 
etc., are other savings difficult to estimate (see text). It 
may be predicted that the cost of operation of special 
chlorpromazine-reserpine clinics will be very low in the long 
run. 


of labor on this cottage represent “hidden 
savings,” since they do not result in the 
actual diminution of the labor force. This 
is certainly true, but skilled labor may thus 
be used more profitably in other areas of 
the institution. It is noteworthy that no ad- 
ditional personnel was employed to dispense 
medication to these 257 patients. 

A word regarding the $446.55 spent on 
tranquilizing drugs for the 25 patients after 
their discharge from the institution during 
period from January 1, 1956, to June 30, 
1956: A_ special chlorpromazine-reserpine 
clinic functions at the hospital at no addi- 
tional cost, except for drugs dispensed, to 
prevent patients from relapsing and return- 
ing(1, 3). This amount would support 20 
patients for about 10 days in the institution. 
It may be predicted that any savings will be 
felt most in the operation of such clinics, 
the cost of which seems to be very low 
Evidence seems to indicate that a majority 
of patients need these drugs for an indefinite 
period to avoid relapse(4). 


SUMMARY 


Chlorpromazine and reserpine, as a result 
of their tranquilizing action have a con- 
siderable effect on the budget of mental in- 
stitutions. Repair work, performed by highly 
paid union labor, decreases considerably. 
While savings in skilled labor can be demon- 
strated, this becomes more difficult when 
clinical improvement, rehabilitation and hap- 


og 
‘ 
tk 
eh 
6-30- 335.06 
30-54 .. 35.09 
Qin a 
4 
7 
/ 
e 
5 
q 
a 
$ 2.20 
i 
| 
; 
img 


19571 


ADMINISTRATIVE NOTES 659 


piness of human beings is under considera- 
tion, the last likewise applying to families 
and friends. The evaluations tabulated 
must not, however, be compared with a 
profit and loss statement. Clinical improve- 
ment of any illness is well worth the effort 
in human and personal investment, and cer- 
tainly the money involved. It appears that 
the cost of maintenance of special chlor- 
promazine-reserpine clinics to prevent once- 
disturbed patients from relapsing and revurn- 
ing will be low in the long run. 
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OFFICIAL REPORTS 


THE SECOND DIVISIONAL MEETING OF THE AMERICAN 


The second Divisional Meeting of The 
American Psychiatric Association was held 
in Montreal, November 8 to 11, 1956. The 
(Quebec District Branch acted as host for the 
District Branches and Affiliated Societies of 
the North-Eastern United States and Can- 
ada. The Psychoanalytic Associations of 
Canada and North-Eastern United States 
participated, The meeting was well attended 
with a registration of over 600, of which 
number 450 were members, 

The high standard of the papers pre- 
sented at this meeting was reflected in the 
opening session, on November 8, when Dr. 
Francis Braceland and Dr. C. B. Farrar gave 
their scholarly and illuminating papers on 
Kraepelin’s fundamental contribution to 
psychiatry and his influence on his immedi- 
ate disciples and the following generations of 
psychiatrists, Dr. Frank Beach, Sterling 
Professor of Psychology at Yale, showed in 
his Academic Lecture, “Comparative Studies 
on Sex Drive,” that it is possible to quantify 
sexual behavior in animals but cautioned 
against extrapolating and generalizing the 
findings obtained from one species on to 
others. 

In the afternoon, Dr. Hadley Cantril, In- 
stitute for International Social Research, 
Princeton, gave a brilliant paper on “Per- 
ception and Interpersonal Relations,” in 
which he described the results of systematic 
investigations of perceptual distortions in 
connection with the emotional attitudes 
and/or conflicts of the subjects. Recently 
married couples, for instance, tended to dis- 
tort the stereoscopic images of the marital 
partner far less than those married for many 
years. A group of interesting papers on so- 
cial psychiatry was read and vividly dis- 
cussed following Dr. Cantril’s paper, while 
in another room electroshock therapy and its 
influence on brain function and LSD formed 
the topics of discussions. 
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PSYCHIATRIC ASSOCIATION 


That evening, Dr. Arnold Gesell gave a 
“Public Lecture” and presented a film on 
the “Psychology of Growth,” in which he 
described the recent extensions of his well- 
known studies on the psychology of the child. 
His paper met with the widest interest and 
was a most welcome contribution. 

The morning of November 9 was devoted 
to studies on schizophrenia. Dr. N. Kline 
and his research associates from Rockland 
State Hospital, New York, reported on their 
important team work on the “Nature of 
Schizophrenia.” Dr. Robert Heath presented 
his recent work on Taraxine, a substance 
extracted from the pooled serum of schizo- 
phrenics which when injected into normal 
volunteers produced transitory behavior dis- 
turbance comparable to that of schizophrenic 
patients. Dr. Gibson and his group from 
Vancouver reported their studies on the aro- 
matic excretion pattern of schizophrenics. 
They found that paper chromatographs of 
the urine of acute schizophrenics contained 
Ehrlich-positive spots not found in normals 
or in those with chronic schizophrenia. 
These aromatic compounds have not yet been 
identified. The papers of that afternoon 
dealt with the historical and contemporary 
aspects of psychiatry and the present-day 
techniques in use both in the Western World 
and the Soviet Union. Interesting papers on 
postpartum psychosis, alcoholism, psycho- 
therapy, and group and occupational therapy 
followed. 

Saturday morning, November 10, was 
equally divided between papers on psycho- 
analysis and the use of psychopharmacologi- 
cal agents. Appropriately, the paper by Drs. 
Azima and Cleghorn described the use of 
Rauwolfia in inducing dreams in psycho- 
therapy. Introducing the psychoanalytic ses- 
sion Dr. W. C. Scott spoke on “Noise, 
Speech and Psychotherapy.” Problems on 
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teaching and students in psychiatry were 
dealt with on Saturday afternoon. 

The sessions came to an end on Sunday 
morning, November 11, with a number of 
papers of general interest: on mental phe- 
nomena regarding suicide, art, and dream 
mechanisms. The last contribution was the 
timely paper by Dr. H. A. Bowes on “The 
Psychopathology of the Hi-Fi Addict.” 


Social events included a cocktail party on 
November 8, a banquet and dinner-dance on 
the evening of November 9, and a civic re- 
ception by the Mayor of Montreal held on 
the top of Mount Royal on November Io. 
There was also an interesting program for 
the wives of the members. 

V.A. M.D., 
Montreal, Canada. 


MEANING AND VALUES 


We cast the world into the mold of our perceptions. The fact that the world I construct 
is so much like the world you construct is evidence of the similarity of our nervous sys- 
tems... . We all of us perceive the world in terms of space and time. An interesting 
question is how inevitably we are forced to this perception by the common properties of 
our nervous systems, or to what extent it is adventitious, depending on universal features 
in early experience and in particular on necessities incident to the use of language. This 
question is possibly capable of some sort of experimental attack, but I think in any event 
we are here perilously close to the verge of meaning, itself. 

—P. W. BrinGMan 

In the whole animal kingdom I recollect no family but man, steadily and systematically 
employed in the destruction of itself. Nor does what is called civilization produce any 
other effect than to teach him to pursue the principle of the bellum omnium in omnia on 
a greater scale, and instead of the little contest between tribe and tribe, to comprehend 
all the quarters of the earth in the same work of destruction. 

—THOMAS JEFFERSON 

You seem to think that this advance [of civilization] has brought on too complicated a 
state of society, and that we should gain in happiness by treading back our steps a little 
way. I think, myself, that we have more machinery of government than is necessary, too 
many parasites living on the labour of the industrious. I believe it might be much sim- 
plified to the relief of those who maintain it. 

—THOMAS JEFFERSON 
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PRESIDENT’S PAGE 


About a decade ago The American Psychi- lesser extent, in the words of Henry David- 
atric Association consisted of fewer than son, “too many sections jeopardize the pie.” 
4,000 members and the yearly budget was He points out that if sectionalism is an evil, 
about $50,000, The nation had just gone we are in danger of it now. Not geographi- 
through a devastating conflict and psychiatry cal, but doctrinal sectionalism is the prob- 
had been called upon to make a major con- lem. Actually, members interested in a spe- 
tribution to military medicine. The disci- cial aspect of psychiatry do not necessarily 
pline was now beginning to attract the at- need a section of their own as a medium of 
tention of young men who recognized its A.P.A. expression, If a group furnishes the 
potentialities. Today the Association num- Program Committee with four or more ac- 
bers 9,300 Fellows and Members and the ceptable papers built around a common 
budget for the coming year is estimated at theme, the Committee, if it is possible, will 
$880,000. The rate of our growth has been schedule them in the same room at the same 
accompanied pari passu by a number of prob- session. 
lems of great magnitude. In the opinion of the same observer, too 

One particularly worthwhile activity of | many organized sections can lead to difficul- 
the Association is the fall meeting of the vari- ties. To keep their option section officials 
ous committees which go to make up its sometimes may have desperately to seek 
structure. Though these meetings are the papers, even if no one is honestly moved to 
only ones financed by the Association, ex- produce them. This, in turn, may lead to 
cept for particular or special groups like the unnecessary presentations offered to audi- 
Executive Committee, the cost represents a ences made up exclusively of presenters and 
major item in our budget. The spring Coun- named discussants, all of this in the hope of 
cil and committee meetings are financed by keeping viable a section which has ceased to 
individual members themselves, it being as- enchant the members. 
sumed that they would be attending the con- If The American Psychiatric Association 
vention anyhow. had not exercised firm control of section 

Regardless of cost, it is agreed by every- genesis in the past, Dr. Davidson notes that 
one that the committee structure of the As- our annual meetings might still be studded 
sociation is one of its strongest facets. It with sections on malaria therapy, hydro- 
needs to be encouraged and nurtured. The therapy, and focal infection. We can all 
distribution of tasks among so many indi- agree that ours is an indivisible art. Its fu- 
viduals gives a wider voice in the Association — ture lies in more unity. It is time for another 
activities to the membership and it justifies careful reexamination of the scaffolding of 
the expenditure mentioned above. Like all our entire scientific edifice, for it is obvious 
good things, however, the present committee that the size of the budget indicates that we 
structure has its drawbacks, Committees and are in the big leagues. 
sections have a habit of multiplying, seem- * The ideas of members on this subject are 
ingly in geometric proportion, and at regu- hereby solicited and letters addressed to this 
lar intervals a halt must be called and the writer giving opinions will be placed in the 
whole committee structure re-examined and hands of those groups whose duty it is to 
refurbished. The demand for the formation consider our increasing responsibilities and 
of new committees is indeed great. our long-term plans. 

Though sections seem to multiply to a FRANCIS J. BraceLanp, M. D. 
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COMMENT 


PEACE OF MIND 


The most literal definition of psychiatry 
is the treatment of mental disorder ; it might 
not be too great a simplification to say that 
the aim of the psychiatrist is to achieve 
peace of mind for his patient. At present 
this goal is approached with more or less 
success by four main methods: psycho- 
therapy, drugs, “shock” therapy and leu- 
cotomy. These four are used singly or in 
combination. During the past 20 years leu- 
cotomy and various forms of “shock” have 
relieved many patients; but they are radical 
procedures and are not free from danger. 
Leucotomy has increased our knowledge of 
the functions of the frontal lobes and the 
thalamus. The “shock” treatments have 
taught us little; we are still woefully igno- 
rant of the mode of action of electroshock, 
metrazol, insulin, carbon dioxide, and the 
others. Speaking generally, they have per- 
formed a service by decreasing the suffering 
of thousands of patients, by making it pos- 
sible for mental hospitals to become centers 
of active therapy, and by greatly reducing 
the population of the disturbed wards. The 
old “back ward” is almost a thing of the 
past. 

Now we are swamped by a wave of “tran- 
quilizing” drugs. Never has advertising 
reached such volume, such incessent repeti- 
tion, nor such telling suggestion by word 
and picture. We must not minimize the con- 
tribution of these drugs to therapy. There 
is no doubt that some of them are effective, 
and that they have quieted many disturbed 
patients in mental hospitals. They have 
taken away much of the danger of the ag- 
gressive epileptic; they have reduced to a 
notable extent the need for leucotomy and 
for shock treatment; they have kept many 
patients from being hospitalized. These are 
accomplishments; but they are accomplish- 
ments of which we must beware. In office 
practice with ambulatory patients such 
ready-to-hand therapy can be overdone. 
There is also great danger that the layman 


will prescribe for himself when he thinks he 
is “tense” or “nervous” or just wants to 
“relax.” 

It is a rapidly moving world we live in, 
growing more and more complex year by 
year. Great social changes are going on. 
The improvements in communication have 
exposed each of us to many new stimuli. If 
we cannot react to them satisfactorily they 
call forth in us anxiety and hostility. An in- 
creasing number of people cannot enjoy be- 
ing quiet, undisturbed and alone. 

In order to adapt successfully to this new 
world one must take thought. One must 
know one’s self. One must contemplate with 
some objectivity his relationships with other 
persons, and learn to understand his own 
reactions. Many will need the help of psy- 
chiatrists to accomplish this. Fortunately 
the development of dynamic psychiatry has 
offered to the medical profession an effective 
therapeutic tool. There are now many psy- 
chiatrists trained to give such help. Psycho- 
therapy is the oldest form of therapy; it is 
the mainstay of psychiatric practice. The 
only solid foundation for the treatment of 
mental and emotional disorders is a thorough 
understanding of each patient as an organ- 
ism and as a person in a particular social 
setting. 

If we take the easy way and merely “‘tran- 
quilize” our patients with new or old drugs, 
we may seduce them into a bogus health, 
but it will weaken their adaptive capacities, 
Our patients will lose some of the keenness 
needed to live in this accelerated world; 
there may be more traffic accidents and the 
cult of relaxation may degrade our morale. 
If we psychiatrists surrender to this easy 
kind of therapy, and give up the careful 
study of our patient’s problems, we might 
as well let the manufacturers of the “tran- 
quilizers” contract with the municipalities to 
put tons of drugs into the reservoirs of 
drinking water. Then everybody will relax. 
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No psychiatrist would subscribe to such 
a ridiculous notion. Our aim is to make 
patients responsible and at peace with them- 
selves. For those patients capable of adap- 


tation there are no cheap, wholesale short- 
cuts. Lasting peace of mind can be bought 
only dearly, by self-knowledge. 

». C. 


DR. GREGG HONORED 


Recently the Albert and Mary Lasker 
loundation gave to Dr. Alan Gregg of Big 
Sur, California, a special public health award 
in recognition of his great contributions as 
an officer of the Rockefeller Foundation to 
medical research and medical education in 
many countries. 

Dr. Gregg joined the Rockefeller Founda- 
tion in 1919, became director of medical 
services in 1930 and later vice-president. He 
retired at the end of June 1956. As direc- 
tor of medical services it is fair to say that 
he surveyed the world to see where help 
could best be given or new work started to 
promote the health of peoples, particularly 
through education and research in medical 
and allied fields ; and where needs were there 
he helped. 


Dr. Gregg was aware that psychiatry had 
not been supported to the same extent as 


other branches of medicine and he made this 
subject his special interest. Through his in- 
strumentality many and substantial grants 
were made by the Foundation to medical 
schools, hospitals and research laboratories, 
and psychiatry came to have a vastly greater 
part in medical education. 

Because of his pre-eminence as a medical 
statesman and his friendly interest in psy- 
chiatry, The American Psychiatric Associa- 
tion honored itself by making Dr. Gregg an 
Honorary Fellow in 1941. 

Largely through his leadership the Na- 
tional Library of Medicine in Washington 
will now become a reality. 

Although in his retirement he will no 
longer be giving money to promote medical 
and health work, he will still be in demand 
for wise counsel through the spoken and 
written word. 


FASHIONS IN ILLNESS 


In the course of my life I have often pleased or entertained myself with observing the 
various and fantastical changes of the diseases generally complained of, and of the reme- 
dies in common vogue, which were like birds of passage, very much seen or heard of at 
one season and disappeared at another, and commonly succeeded by some of a very 
different kind. . . . I remember at one time the taking of tobaccs, at another the drinking 
of warm beer, proved for universal remedies; then swallowing of pebble stones in imita- 
tion of falconers curing hawks. One doctor pretended to help all heats and fevers by 
drinking as much cold spring water as the patient could bear; at another time, swallow- 
ing up a spoonful of powdered sea-biscuit after meals was infallible for all indigestion, 
and so preventing diseases; then coffee and tea began their successive reigns. The infu- 
sions of powder of steel have had their turns, and certain drops, of several names and 
compositions ; but one that I find have established their authority, either long or generally, 
by any constant and sensible successes of their reign, but have rather passed like a mode, 
which every one is apt to follow, and finds the most convenient or graceful while it lasts ; 
and begins to dislike in both those respects when it goes out of fashion. 

—Sim TEMPLE 
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NEWS AND NOTES 


New AppoiNTMENT FOR Dr. Livinc- 
stoN.—Dr. Robert B. Livingston has been 
appointed Scientific Director of the combined 
basic research programs of the National In- 
stitute of Mental Health and the National 
Institute of Neurological Diseases and Blind- 
ness in Bethesda, Maryland. He assumed his 
new position November 15, 1956. 

Dr. Livingston came to the Public Health 
Service from the University of California 
Medical School, Los Angeles, where he was 
associate professor of physiology and anat- 
omy. Prior to that time he served as an 
assistant professor of physiology at Yale and 
as executive assistant to Dr. Detlev Bronk, 
president of the National Academy of Sci- 
ences— National Research Council. During 
his tenure at Yale he participated in an ex- 
tensive study and research program in 
Europe, working with such eminent neuro- 
physiologists as Professors O. A. M. Wyss, 
W. R. Hess, Alfred Fessard, and Dr. Paul 
Glees. 

In recent years, Dr. Livingston has been 
particularly interested in the neurophysio- 
logical basis of behavior, and especially in 
the function of reticular formation in regu- 
lating sensory input to the brain. 


Dr. BLoomperc To Heap Soutn’s Re- 
GIONAL ProcrRaAM IN MENTAL HEALTH 
TRAINING AND ResearcH.—Dr. Wilfred 
Bloomberg of Boston has been selected to 
head the South’s Regional Program in Men- 
tal Health Training and Research conducted 
by the Southern Regional Education Board. 

Dr. Bloomberg is Chief, Psychiatry and 
Neurology Service, V. A. Hospital in Boston 
and associate professor of neurology and 
psychiatry at the Boston University School 
of Medicine. 

The Regional Mental Health program was 
initiated at the Southern Governor’s Con- 
ference of 1953 at Hot Springs, Virginia. 
This Conference asked the S.R.E.B. to un- 
dertake a study of the South’s resources and 
potentials in mental health training and re- 
search activities. Dr. Bloomberg will assume 
his new duties January I, 1957. 


New PsycHorpHARMACOLOGY SERVICE 
Center.—A new  Psychopharmacology 
Service Center to promote basic and clini- 
cal research into the action, efficacy, and 
limitations of the tranquilizing and other 
centrally active drugs has been established 
within the research grants and fellowships 
branch of the National Institute of Mental 
Health. The Center will perform informa- 
tional, research, advisory and coordinating 
functions, including consulting services, sur- 
veys, publication of a newsletter, summaries 
and reviews of recent and on-going research. 

The program of the Center will include 
support through the existing grant and 
award programs of the National Institutes 
of Health. These programs include research 
grants, research fellowships and_ training 
grants. 

The professional staff of the Center at 
present consists of Jonathan O. Cole, M. D., 
psychiatrist, as chief, and Sherman Ross, 
Ph. D., as research psychologist. Other key 
professional personnel will include a research 
neuropharmacologist, a research statistician 
and a research scientist for information and 
editorial functions. Advisory panels con- 
sisting of leading scientific authorities repre- 
senting the pertinent research areas are being 
appointed. 


Clinicians, research scientists, university, 
medical school and hospital research groups 
and departments are invited to inform the 
Psychopharmacology Service Center, Na- 
tional Institute of Mental Health, Bethesda, 
Maryland, of their interest in this field. 


SoutH ArricaAN Mepica. Conoress, 
Dursan 1957.—The 41st South African 
Medical Congress (and 20th Annual Scien- 
tific Meeting) of the Medical Association of 
South Africa will be held in Durban, Natal, 
September 16 to 21, 1957. 

The Scientific sessions will be divided into 
19 sections, among which the one on neu- 
rology, psychiatry and neurosurgery will oc- 
cupy an important place. 

Dr. B. Crowhurst Archer, joint organiz- 
ing secretary of the Congress and honorary 
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secretary of the section of neurology, psy- 
chiatry and neurosurgery, reports that there 
will be a combined sectional meeting on cur- 
rently significant aspects of mental illness 
and another on recent advances in medical 
education, In a recent letter Dr. Archer ex- 
presses the hope that some members of the 
A.P.A. may be able to attend this Congress. 

Further information may be obtained from 
the Congress Office, 112 Medical Centre, 
Field Street, Durban, Natal; Telegrams: 
“Medcongress.” 


Central New York Psycuiatric So- 
cieTy.—A joint meeting of the Central New 
York Psychiatric Society, a district branch 
of The American Psychiatric Association, 
and the Finger Lakes Neuropsychiatric So- 
ciety was held at the Veterans Administra- 
tion Hospital, Canandaigua, New York, 
November 8, 1956. 

The following officers were elected to serve 
for both organizations: president: Dr. 
Charles Greenberg, Sonyea, N. Y.; vice- 
president: Dr. Jacob Schneider, Willard, 
N. Y.; secretary-treasurer: Dr. Murray 
Bergman, Newark, N. Y.; council: Dr. 
Christopher Terrence, Rochester, N. Y., and 
Dr. Roy B. Greer, Rochester, N. Y. 

Dr. Wilbur K. Smith, Associate professor 
of anatomy, University of Rochester, ad- 
dressed the Society on the subject of “Newer 
Concepts of Brain Function.” 


National Center ror AGING Re- 
SEARCH.—Establishment of a Center for Ag- 
ing Research in the National Institutes of 
Health was announced recently by Dr. Leroy 
E. Burney, Surgeon General of the U. S. 
Public Health Service. 

Dr. G. Halsey Hunt, at present associate 
chief of the Service’s Bureau of Medical 
Services, has been appointed director of the 
Center. He assumed his new duties on No- 
vember 19. 

There are more than 12 million people in 
the U.S. today who are over the age of 65; 
by 1970, there will be more than 18 million. 
Many have special health problems, with 
which the new Center will give assistance. 

The primary objective of the new pro- 
gram is to promote research into the mech- 
anisms involved in aging. It will assist 


universities and other research institutions 
in conducting programs which will bring the 
full range of biological, psychological, and 
social sciences to bear on the problem. 


Geriatics IN N. Y. State DeparTMENT 
or MentaL Hyoiene.—Dr. Alvin I. Gold- 
farb has recently been appointed consult- 
ant on psychiatric services for the aged in 
the New York State Department of Men- 
tal Hygiene. In his new position, created by 
action of the 1956 Legislature, Dr. Goldfarb 
will coordinate research on geriatrics prob- 
lems and help in planning for the aged men- 
tally ill. 

A graduate of Johns Hopkins, Dr. Gold- 
farb has served as chief of the department 
of neurology and psychiatry of the Hospital 
and Home for Aged and Infirm Hebrews, in 
New York City, since 1949. 


PSYCHIATRY IN OCCUPATIONAL 
HeaLtH.—The Institute of Industrial 
Health College of Medicine, University of 
Cincinnati, is sponsoring a course of instruc- 
tion on psychiatry in occupational health 
during the week of March 11 to 15, 1957. 
It will be presented by the department of 
preventive medicine and industrial health in 
collaboration with the department of psy- 
chiatry, University of Cincinnati, with the 
cooperation of the Committee on Industrial 
Psychiatry of The American Psychiatric 
Association. The objective of the course is 
to give physicians more understanding of the 
prevention of emotional and psychosomatic 
disorders in the occupational setting. 

For further information write to: Secre- 
tary, Institute of Industrial Health, Ketter- 
ing Laboratory, Eden and Bethesda Avenues, 
Cincinnati 19, Ohio. 


$25,000 Grant To Ficgut Menta 
NEss.—The National Association for Men- 
tal Health recently received a grant of 
$25,000 from the Smith, Kline and French 
Foundation, Philadelphia, to help finance 
the second phase of their program to or- 
ganize committees and community service 
programs of the 550 state and local affiliates, 
as well as the national office, of the national 
mental health organization. 

The first phase of this program, initiated 
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last November with the help of a $50,000 
grant from Smith, Kline and French Labora- 
tories, provided for the organization of a 
Field Service department, with a staff of 10, 
to assist existing state and local mental health 
associations and to organize new ones. This 
part of the program has resulted, to date, in 
the affiliation of 7 new state mental health 
associations (in Mississippi, Missouri, North 
Carolina, South Carolina, West Virginia, 
Wyoming, and the District of Columbia), 
for a total of 4o. 


Causes OF CEREBRAL Patsy AND MEN- 
TAL RETARDATION StupiED.—Awards of 
more than $700,000 for a 4-year investigation 
into the causes of cerebral palsy and mental 
retardation have been made to Yale Univer- 
sity School of Medicine and to Brown Uni- 
versity by the U. S. Public Health Service. 
These awards mark the beginning of a large 
coordinated research program which, during 
the next I to 20 years, will attempt to iden- 
tify factors responsible for such disorders as 
cerebral palsy, mental retardation, blindness, 
and deafness. Brown and Yale universities 
are the first of a dozen or more institutions 
that are expected to join in this research 
program. 


NINTH INstTITUTE IN PsyCHIATRY AND 
Nevuro.Locy.—The ninth annual Institute in 
psychiatry and neurology will be held at the 
V. A. Hospital, North Little Rock, Ar- 
kansas, February 28 to March 5, 1957. Par- 
ticipants will include Dr. Francis G. Brace- 
land, President of The American Psychiatric 
Association, and many other distinguished 
speakers. 

Dr. Braceland will present the principal 
address at the dinner session Thursday eve- 
ning, February 28. On Wednesday, lebru- 
ary 27, there will be workshops in clinical 
psychology, psychiatric social work, and 
psychiatric nursing. 

Dr. Harold W. Sterling, manager of the 
V. A. Hospital at North Little Rock, invites 
interested professional personnel to attend 
this institute, registration being without 
charge. 


V.A. CLINICAL INVESTIGATOR PROGRAM. 
—The Veterans Administration plans to train 


selected physicians and dentists whose pri- 
mary responsibility will be medical research. 
The candidates for this appointment must be 
interested in the care of veteran patients in 
fields basic to neurology and psychiatry, car- 
diovascular disease, cancer, degenerative dis- 
eases and the aging process. Any physician 
or dentist is eligible for this training pro- 
gram who has completed the formal resi- 
dency training period required prior to 
American Specialty Board certification and 
wishes to do full-time research for a period 
up to three years. The beginning salary is 
$8,990. The candidate should submit a cur- 
riculum vitae, and prepare a detailed descrip- 
tion of his proposed research program, and 
select a preceptor who will follow his career 
throughout the period of appointment. 
Selection will be made semiannually for 
January and July appointment. Applications 
may be obtained from the manager of the 
Veterans Administration hospital of choice. 


TRAINING AT Stricn or Mept- 
CINE.—The department of neurology and 


psychiatry of the Strich School of Medicine, 


Loyola University, Chicago, Illinois, an- 
nounces the formation of a fully approved 
3-year residency training program in psychi- 
atry. The basic science and clinical material 
are provided by the medical school, as well 
as the group of hospitals associated with the 
Strich School of Medicine. The program is 
under the direction of Dr. John J. Madden, 
professor of psychiatry, and chairman of the 
department of neurology and psychiatry. 


University SUMMER SCHOOL OF 
Srupies.—The 15th annual ses- 
sion of the Yale University Summer School 
of Alcohol Studies will be held July 1 to July 
27, 1957. Lectures and seminars dealing 
with the problems of alcoholism in society 
will be presented by specialists drawn from 
the social sciences, medicine and psychiatry, 
religion, education, and public health. Work- 
shops will supplement the lecture and semi- 
nar program. 

For further information regarding the 
course and admission procedure write to: 
Registrar, Yale Summer School of Alcohol 
Studies, 52 Hillhouse Avenue, New Haven, 


: 

a 

= 

7 

| 


668 


NEWS AND NOTES 


[Jan. 


Connecticut. Enrollment is limited this year 
to 200 students. 


New A.M.A. on Docror-LAwYER 
RELATIONS.—The American Medical Asso- 
ciation and the American Bar Association 
are sponsoring a new series of films dealing 
with the professional relationships of doctors 
and lawyers. The first in the series, “The 
Medical Witness,” a 30-minute black-and- 
white, 16 mm. film, had its premiere in Se- 
attle, Washington, November 27, 1956. Pro- 
duced by The William S. Merrell Company, 
Cincinnati, Ohio, as a service to the medical 
and legal professions, “The Medical Wit- 
ness” is now available to medical societies 
and may be booked through the Film Li- 
brary, American Medical Association, 535 
N. Dearborn St., Chicago 10, Illinois. 


MENNINGER FOUNDATION SEMINAR FOR 
EXxecutives.—The Foundation will hold its 
second annual seminar for executives Febru- 
ary 4 to 8, 1957. The seminar, entitled “To- 
ward Understanding Men,” will deal with 
the practical application of psychiatry to 
business and industry. 

Enrollment will be limited to 20 executives 
at the presidential and vice-presidential level. 
Enrollees participate in a week of lectures, 
demonstrations, and discussions of common 
problems in communication, supervision, and 
motivation. 

The Division of Industrial Mental Health 
of the Menninger Foundation, under the di- 
rection of Dr. Harry Levinson, was estab- 
lished a year ago and its activities include 
seminars, research and training in human 
relations in business organizations. 


Requests for applications and further in- 
formation may be directed to Dr. Levinson 
at the Foundation. 


SCHIZOPHRENIA AS SUBJECT FOR INTER- 
NATIONAL CONGRESS.—The Second Inter- 
national Congress for psychiatry will take 
place in Zurich, Switzerland, from Sept. 1 
to 7, 1957. At the request of the Interna- 
tional Organization of the World Congress 
for Psychiatry the subject selected as the 
main theme is “The Present Status of our 
Knowledge about the Group of Schizo- 
phrenias.” The official languages of the Con- 
gress are German, French, English, Spanish, 
and Italian. The topics for discussion in- 
clude the pathogenesis, psychopathology, and 
treatment of schizophrenia, as well as a his- 
torical review of the illness and some discus- 
sion of the social questions arising in con- 
nection with the care and treatment of 
schizophrenic patients. 


DeatH or Dr. Kraus.—Word has been 
received of the death of Dr. Gerard Kraus, 
Groningen, Holland, Corresponding Fellow 
of The American Psychiatric Association 
since 1953. 

Dr. Kraus was born in Groningen in 1898 
and received his early medical training at the 
University of Utrecht. He specialized in 
psychiatry at Leiden and later at Groningen, 
where he was appointed professor of psy- 
chiatry in 1950. From 1951 on he served 
also as consultant for the mental health divi- 
sion of the W.H.O. 

Dr. Kraus published several papers on 
mental health, and an elementary manual 
on psychiatry by him will be published 
posthumously. 


COMMUNICATION 


In my opinion, the reading aloud of a written paper is a cardinal sin, as deplorable as 
meretricious writing; it is a wicked procedure, utterly contemptuous of the audience and 


unfair to it. 


—GEORGE SARTOIE 
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Tue INTERPRETATION OF NATURE AND THE Psycue. 
sy C. G. Jung and W. Pauli. (New York: 
Pantheon Books, 1956. $3.00.) 


This book consists of two essays. The first, by 
C. G. Jung, on “Synchronicity: an Acausal Con- 
necting Principle,” has for its theme the phenomenon 
generally known as “sheer coincidence.” A novelist, 
let us say, has just decided to call a character in his 
book Mr. Tackhammer, when there is a knock at 
the door and a Mr. Tackhammer is announced. 
Coincidences as unlikely as this have happened to a 
great many people, perhaps nearly everyone. They 
make a strong impact on the mind: they have, Jung 
says, a quality of the numinous, but their general 
effect is to paralyze one’s mental processes. A 
primitive mind has no difficulty with coincidence, be- 
cause, though strange, it is thoroughly in accord 
with the primitive view of the world as arbitrary 
events produced by mysterious powers. But a 
modern educated person immediately asks himself, 
“Well, so what?” and if there appears to be no 
answer, he can only dismiss the matter. Explana- 
tions, when forthcoming, are usually based on an 
unconvincing theory of causation: some agent, 
whether Providence or a secret power of the mind, 
is assumed to have brought the coincidence about 
through a transmission of energy. 

The essay argues that coincidences are in fact un- 
caused, and are phenomena relating to the uncon- 
scious, specifically to that deeper level of it which 
Jung calls the collective unconscious. Occasionally 
there are exceptions to the general operations of 
causality: things “just happen” in a way which ex- 
cludes both chance and causation. This is what 
Jung means by synchronicity. A hypothesis of syn- 
chronicity underlies all modes of divination, includ- 
ing astrology ; it is found in all cases of premonition, 
and the same hypothesis is necessary to account for 
the Rhine experiments in extrasensory perception. 
For telepathic and extrasensory knowledge cannot 
be explained causally by any theory of transmission: 
it is uncaused knowledge springing from the un- 
conscious. The unconscious, unlike the conscious, 
does not operate in a world of causality, or of space 
and time, nor, on the collective level, does it operate 
in a world divided into subjects and objects. Its 
world is a totality of correspondence. The idea of 
correspondence, with its philosophical by-products 
of the microcosm and the monad, is then briefly 
traced from Plato and the Chinese Tao down to 
Leibnitz. Jung's somewhat manic tendency to see 
the whole of philosophy as an allegory of Jungian- 
ism comes out in such remarks as: “Expressed in 
modern language, the microcosm which contains 
‘the images of all creation’ would be the collective 
unconscious” (p. 107). The argument grinds un- 
certainly to a stop in a footnote (p. 142), full of 
quotations from the Church Fathers about the 
independence of God's creative power from temporal 
succession. 


Is coincidence, then, merely to be regarded as an 
opportunity for meditating on the essential oneness 
of all being? Jung insists that synchronicity is 
“meaningful” and that the conception of explana- 
tion does apply to it. But if it can be explained it 
can hardly be distinguished from all forms of causa- 
tion. The word cause is employed throughout in 
its narrow empirical sense of an efficient cause which 
always precedes its effect and transmits energy to 
it. Forms of causation which do not precede the 
effect, such as Aristotle’s final cause, or even his 
less controversial formal cause, have many af- 
finities with synchronicity, as Jung himself observes. 

Further, it could be almost a definition of co- 
incidence that it is a bit of design or pattern which 
we are unable to see any use for. Whatever philo- 
sophical criticisms have been directed against time, 
space and causality, they have been extremely use- 
ful conceptions, and if synchronicity is to be recog- 
nized as a fourth principle equal in importance to 
these other three (p. 134), one naturally wonders 
what its use is. It seems to me that the only way 
to make it a real power in modern thought is to do 
what Jung explicitly refuses to do (p. 144) and 
associate synchronicity with other forms of syn- 
chronization. This would give us the principle that 
nature, like the human mind, works by Gestalten or 
patterns of configuration, a principle which we badly 
need for such problems as, say, the evolution of a 
warm-blooded animal. Jung speaks of synchronistic 
phenomena as manifestations of a creative power 
working in time. The word “creative” could open 
up an interesting line of approach for critics of the 
arts, as in all the arts patterns of coincidence are 
a formal principle. But it is clear from the context 
that Jung is thinking of a total creative process 
in which God, nature and the human mind are all 
identical. And as an explanation of coincidence, 
this is only a dressed-up restatement of the primi- 
tive view that coincidences are caused by the agency 
of a supernatural being. Causation has not been 
excluded: it has merely been transferred from the 
origin of the coincidence to its telos. Jung is a 
seminal thinker, and here as elsewhere he put his 
finger on a central intellectual preoccupation of our 
time, but his treatment of it is disappointingly in- 
conclusive. 

The second essay, “The Influence of Archetypal 
Ideas on the Scientific Theories of Kepler,” by 
W. Pauli, examines an instance of a general princi- 
ple which is something like this: in all sciences there 
are two elements: the facts observed and the mental 
structure which interrelates them. The formal 
principles of that structure are usually diagrams or 
images. Some philosophers, such as Plato with his 
divided line and his cave, know this and make it 
obvious: others are unconscious of their formal 
principles, and so project them into the world itself. 
In an occultist we have an extreme example of a 
thinker who works deductively with patterns and 
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diagrams and tries to fit observations into them. 
In most modern scientists we see the opposite ex- 
treme, a mental process so focussed on observation 
that it is quite unconscious of the way in which inner 
patterns or formal principles of thought are select- 
ing, guiding and relating the facts observed. These 
patterns or formal principles of thought are called 
“archetypes” by followers of Jung. From this point 
of view a study of a thinker who stands on the 
boundary line of occultism and modern science, re- 
vealing both the scientific respect for observation 
and the occult fascination with symmetrical patterns 
of thought, would be of particular value. 

Kepler is such a thinker: he has a hierarchical 
view of the universe which starts with the Trinity 
and works down through a series of correspondences 
to the earth, which he thinks of as a single living 
organism. He regards the sphere as the most beauti- 
ful and complete of all forms, the symbol of God- 
head, and because of this preference he is led to 
champion the new heliocentric view of the planetary 
orbits. The author remarks that “in Kepler the 
symbolical picture precedes the conscious formula- 
tion of a natural law.”” In spite of this aesthetic and 
speculative apparatus (it would be psychologically 
more accurate to say because of it) he discovered 
some of the essential laws of planetary motion and 
became an indispensable predecessor of Newton. 
The quotations from Kepler show a vigorous candid 
mind, and such remarks of his as “the mind itself, 
if it had never possessed an eye, would demand an 
eye in order to comprehend things outside itself” 
are typical of a great age of discovery and intel- 
lectual excitement. His controversy with Robert 
Fludd is also touched on, to show the contrast in 
attitude between the victorious new science, con- 
cerned with quantitative measurement and observa- 
tion, and the older occult view which denied that the 
human soul was a part of nature because it was of 
the essence of God who has no parts, and which re- 
garded all division and measurement as _ repre- 
hensible. 

The author closes with some very elliptical re- 
marks, summarized from another article, which fit 
his essay to its predecessor. He suggests that the 
old picture of a subjective observer contemplating 
an objective world, the psychological processes of 
the one having no real relation to the physical 
processes of the other, is breaking down. Automatic 
observation by instruments brings the objective 
principle into subjective perception; modern psy- 
chology makes the psyche itself an object of study. 
Further, the act of selection in experiment is an 
interference with an objective causal sequence; it 
brings the elements of creation into it, and as crea- 
tion is always contingent, we return to that sense 
of the significant exception to causality which we 
see in coincidence. Thus the argument of the two 
essays taken together is apparently that the sense 
of uncaused total significance is the psychological 
origin of knowledge. 

Norturop Frye, 
University of Toronto, 


STUTTERING IN ADULTS AND CHitpren. Edited by 
Wendell Johnson, Ph. D., and Ralph R. Leuten- 
egger, Ph. D. (Minneapolis : University of Min- 
nesota Press, 1955. $5.00.) 


It is regrettable that virtually all of America’s 
medical education programs, internships, and resi- 
dencies pay little or no attention to speech and voice 
disorders. This circumstance stands in unfavorable 
contrast with major European medical schools 
where didactic and clinical material is afforded 
rightful and proper emphasis in the curriculum, par- 
ticularly on the postgraduate level. American- 
trained physicians, having had the advantage of the 
finest type of medical education in the world, are 
nevertheless likely to give unwitting wrong advice 
concerning the treatment and management of speech 
disorders. All too often, for example, the parent 
of a stuttering child, or of one who has delayed 
speech or faulty articulation, is told erroneously that 
“he will grow out of it’—or else that cutting the 
allegedly short frenum will cure the condition. 

This is palpable medical ignorance and the re- 
sponsibility for perpetuating it rests squarely upon 
the planners of our modern educational system. It 
has been estimated that approximately 10% of our 
country’s population suffers from various speech 
disorders, while 1% (1,600,000 persons of all ages) 
stutter. As a disadvantage, or a handicap, this sta- 
tistic is far in excess of many more widely publicized 
disabilities. Unfortunately for such persons, most 
physicians are totally unsophisticated concerning 
the etiology, therapy, and prognosis of speech dis- 
orders. Knowledge of these matters has been de- 
veloped by inquiring minds in our universities, many 
of which grant advanced degrees in speech pathol- 
ogy or related areas. Inevitably in such endeavors, 
university speech clinics have been established to 
provide neighborhood clinical material for students 
to study and to treat. The research and the therapy 
has been, and remains today, almost exclusively 
under the direction and supervision of those who 
hold the degree of Master of Arts or Doctor of 
Philosophy in speech and dramatic arts, speech 
pathology, or in psychology. 

In view of the organic basis for many types of 
speech disorders, and of the involved psychopathol- 
ogy responsible for many of the so-called “func- 
tional” types, it is highly questionable if completely 
appropriate therapy for the speech patient can be 
achieved by a non-medically educated individual. 
However, in all fairness it must be stated with 
reference to the situation as it exists today, that a 
person with a speech disorder is more likely to be 
correctly diagnosed, understood, and treated by uni-, 
versity trained therapists than by the average physi- 
cian who has graduated from one of America’s top- 
flight medical schools, internships, or specialty resi- 
dencies. 

The latter fact becomes very clear when the con- 
tents of Stuttering in Adults and Children is 
examined. This book, edited by Wendell Johnson 
and Ralph R. Leutenegger—both university profes- 
sors of speech pathology—reports on the more sig- 
nificant research done on the stuttering syndrome, 
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and the stutterer, during the past 3 decades at the 
State University of Iowa. Of the 43 papers by 
various investigators, the majority are condensa- 
tions of dissertations written in partial fulfillment 
of the requirements for graduate degrees. Not only 
the quantity, but likewise the quality, of these stud- 
ies supports the esteem and prestige enjoyed by the 
University of Iowa as the academic pioneer in the 
investigation of stuttering. The roster of authors 
includes numerous names which are recognized 
today as pre-eminent in the field of speech research 
and therapy; many of the authors now head speech 
departments in universities and colleges throughout 
the country. 

This book examines, from a research viewpoint, 
the onset of stuttering in children, the interrelation- 
ships between the stutterer’s personality and his dis- 
order, some of the conditions under which stuttering 
is likely to be increased or decreased, and the pos- 
sible contribution to disordered speech production 
by the neurophysiological mechanisms involved. In 
effect, the theses tend to support Wendell Johnson's 
“diagnosogenic” theory that a stutterer is not born, 
but is made—by the circumstance that the normal 
non-fluencies of early childhood are misunderstood 
and misinterpreted by the child’s relatives. John- 
son asserts that a non-fluent youngster is not a 
stutterer until his normal non-fluencies have suffi- 
ciently dismayed his anxious parents or other rela- 
tives so that they label him to be a stutterer. A 
stutterer himself, Johnson writes that “at the 
moment of ‘onset’ or original diagnosis it was not 
only the child, if at all, but also the parent—not only 
the speaker, if at all, but also the listener—who was 
the patient.” 

Although this volume is vastly informative and 
interesting, and admittedly suggests further explora- 
tion, one cannot avoid the conclusion that our total 
knowledge of the stuttering syndrome is roughly 
similar to what we know about the cause or causes 
of tissue malignancy: reams have been written, 
abundant documentation is provided, but, as yet, very 
little is definitively known which has evoked general 
agreement among the authorities. Among more in- 
formed speech research and clinical therapy circles, 
stuttering today is regarded as a psychosomatic 
manifestation of tension and anxiety. Psychiatrists 
have employed therapeutic measures ranging from 
psychoanalysis to tranquilizing medications ; speech 
therapists, university trained or otherwise, have 
applied both ingenious and ingenuous measures; 
clinical psychologists have attempted to integrate 
the leading, as well as the misleading, revelations 
of the Rorschach and other projective techniques 
with group thrapy. All of these therapeutic efforts 
have met with an occasional success and with many 
failures. 

Whether or not the person who stutters does so 
because of a neurological predisposition, upon which 
is engrafted adequate environmental precipitating 
factors, is not known. There are two general schools 
of thought regarding the etiology of stuttering : that 
represented by Johnson and the many he has trained, 
and others who prefer to adhere to somewhat dif- 
ferent, although related concepts—and those who 


favor organistic viewpoints. The latter group takes 
cognizance of the concepts expressed in Selye’s 
“Adaptation Syndrome”; they refer to pertinent 
neurological research on organic symptoms pro- 
duced by hypothalamic dysfunction under the influ- 
ence of cortico-thalamic tract impulses ; they remain 
mindful of the extensive studies on neuro-vegetative 
imbalance as seen in many patients with psychoneu- 
roses, with psychoses, with endocrinopathies, etc., 
who, also, are stutterers. 

Stuttering in Adults and Children is well 
written and splendidly edited. It is a veritable 
treasure-house of source material for further scien- 
tific inquiry. It is recommended without reservation 
to those who may wish to know about the historical 
development of stuttering research, the evolution of 
a popular etiological theory, and a precise exposi- 
tion of what is equivocal and unequivocal in pres- 
ent-day knowledge of the subject. 

In terms of psychological and clinical medicine 
and medical research, reading of this book by the 
physician should cause him to take a long look at 
the cited deficiency in his own medical education. 
It should give him pause to advocate, when he has 
proper opportunity, that our medical schools pay 
more attention to informing their students about 
speech disorders, and stuttering in particular. John- 
son states that there are fifteen million stutterers in 
the world. According to his theory of etiology, it 
could have happened to any of us . . . —as it could 
happen to any of our own young children. 

Lynwoop Heaver, M.D., 
National Hospital for Speech Disorders, 
New York City. 


A Snort History or Menicine. By Erwin /1. 
Ackerknecht, M.D. (New York: The Ronald 
Press, 1955. $4.50.) 


Professor Ackernknecht has produced a valuable 
and eminently useful book. He has compressed the 
age-old story of medicine into such convenient com- 
pass as to recommend his text as required reading 
to doctors and medical students and indeed to all who 
are concerned with problems of health and would 
profitably learn how they have been dealt with 
through the centuries. And not only those im- 
mediately concerned with the art and science of 
medicine can profit by a book such as this: those on 
the receiving end, namely the patients, must not be 
forgotten. To them also, if indirectly, the author ad- 
himself; and as he remarks, “virtually 
everyone is a patient today.” 

What he has accomplished within 223 pages of 
text is so well set down in a paragraph of his pref 
ace that a quotation of this paragraph may pre- 
ferably stand for any summing up the reviewer 
might attempt. Here it is: “The story begins with 
the first groping attempts of primitive man to fight 
disease with magic and stone knives. It goes on to 
describe the medical activities of the early civiliza- 
tions of Egypt, Asia, and America; the accomplish- 
ments of the great authorities of classical antiquity 
from Hippocrates to Galen; the stagnation of the 
Middle Ages; and the progress that followed the 
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renaissance of medicine in the sixteenth century. 
Particular attention is paid to the rapid develop- 
ments of the nineteenth century, A special chapter 
is devoted to the history of medicine in the United 
States, and the book concludes with a short survey 
of present-day achievements throughout the world.” 

As the author points out, “Medicine and disease 
have had an undeniable effect on the whole of 
history, and the medical behavior of a period can 
be regarded as a kind of projective test of the total 
culture of that period.” And speaking of medicine 
in general he emphasizes that “disease is more than 
the physiological and psychological breakdown of an 
individual. Powerful social factors determine 
whether people fall sick or not, and how and with 
what results they are treated.” 

Another reason for the importance of medical 
history, particularly in the training of the medical 
student, and, it might be added, in the screening 
of those to be accepted for such training, the author 
does not overlook: “Medical education is complete 
only if it implants certain moral and ethical values 
in the future doctor. . . . Those acquainted with the 
teachings of Hippocrates, with the lives of such men 
as Paré, Lister, Pasteur, or Osler, will find in them 
ever-flowing sources of moral strength.” 

Finally, the historical perspective is indispensable 
as a corrective for those, who, making use of the 
complicated techniques of modern medicine, live 
“with the misconception that every good thought 
and useful technique was invented only yesterday 
and that most important problems are very close 
to final solution.” 

The foregoing quotations offer hints of what may 
be found in Dr. Ackerknecht’s admirable book. It 
is illustrated by individual and group photographs 
of some of the more significant figures in medical 
history, as well as of certain ancient appliances and 
procedures, There is even a picture of a statue of 
Imhotep, the first identified physician in history or 
the Egyptian god of medicine. There is also a list 
of Nobel laureates in medicine and physiology, 1901- 
1954. 

In an appendix is quite a lengthy list, chapter by 
chapter, of suggestions for further reading. Any 
literate person will find the perusal of this book re- 
warding. 


Diacnostica By Agostino Rubino. 
(Napoli: Casa editrice V. Idelson di E. Gnocchi 
E. F., 1954.) 

In his preface, Prof. V. M. Buscaino, Director of 
the Neuropsychiatric Clinic in Naples, with which 
the author is associated, favors this book because it 
follows the Italian tradition “not to disjoin the 
mind from the body.” The psychiatry that is not 
based on neurobiologic foundations he describes as 


“chatterological” (chiachierologica). The capacity 
of a chemical like lysergic acid to produce psychotic 
symptoms should direct us to a somatic approach 
in mental illness. 

The manual of Psychiatric Diagnosis does devote 
one-fifth of its text to a somatic approach: history 
of physical ailments, hereditary factors, physical 
examinations and laboratory tests. It discusses 
briefly investigatory methods based on psychology 
and analysis (dreams, hypnosis, free association) 
and pays attention also to posture and facial ex- 
pressions—the theories of Cesare Lombroso are still 
in great favor in his native land. There are chapters 
on the examination of conscience, of the psychic 
functions, and of tests of personality (MPPI, 
Pressey, Eysenck, Rorschach, Moreno, Appel, 
T.A.T., Jung, etc.). 

The present text is somewhat brief and is more of 
an introductory character than a working manual. 
However, this volume is subtitled “Parte Generale” 
and another part in greater detail is assumed to 
follow. As a general outline it is composed with 
great lucidity and precision. It will be of great use- 
fulness to workers in this field. 

Hirscu L. Gornon, M.D., 
New York City. 


Histamine. In Honor of Sir Henry Dale, Editors 
for the Ciba Foundation: G. E. W. Wolsten- 
holme and Cecilia M. O’Connor. (Boston: 
Little, Brown and Company, 1956. $9.00.) 


In April 1955 the Physiological Society and the 
British Pharmacological Society held a joint meet- 
ing in London on histamine in honor of Sir Henry 
Dale. It was immediately followed by a symposium 
limited to a small group on certain aspects of 
histamine research. This volume consists of the 
papers and discussions at these meetings. 

The origin, sites of occurrence, mechanism of re- 
lease, fate, and significance are dealt with exten- 
sively though necessarily a bit disjointedly because 
the report represents the proceedings of the meet- 
ings. 

More questions by far are raised than answered. 
Strong evidence pointing to the mast cells as a 
major source of histamine is put forward. 

As well as an up-to-date source of information on 
problems in this field it gives an excellent insight 
into the important role basic chemistry and physics 
are taking in research. This book is a must for 
workers in the field, but also raises some very sober- 
ing, objective and critical thoughts for those who 
might too glibly evoke histamine as a clearly under- 
stood mechanism for certain psychosomatic phe- 
nomena. 

W. T. W. Crarxe, M.D., 
University of Toronto. 
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Comment on the use of 


"we have ceased to regard any of our patients as ‘incurable’ ”’ 


“Admittedly our recovery rates have tended to decrease progressively as 
chronicity increases. However, we have encountered several seemingly ‘mirac- 


ulous’ responses in patients hospitalized ten years or more and previously 
regarded as just about hopeless.””! 


H R A / N is available in ampuls, 


tablets and syrup (as the hydrochloride), and in suppositories (as the base). 


For information write Smith, Kline & Frenc h Laboratories, Philadelphia I 
1. Yohe, C.D.: in Chlorpromazine and Mental Health, Philadelphia, Lea & Febiger, 1955 
* | M Re LLS. Pat. Or tor hlorpromazine, S K 
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For 
Ruggedness, 
Dependability 
and 


Better Fidelity 


MODEL D 
Electroencephalograph 


All Steel Console 


Stainless Steel dial plates 
and table top 


No “B"’ batteries or wet batteries 


MODEL FA-1 


Combined 
ECT-Stimulator 


Providing the advantages of both therapies 


write for particulars 
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best results were obtained with women 
35 to 55 years of age, who complained of 
~° anxiety, insomnia, chronic fatigue and 


despondency.”” 


Many physicians have reported favorable results with 
‘Compazine’ in the mild or moderate mental and emotional 


conditions often associated with the menopause. 


For example, in a series of 84 patients, Knoch and Kirk 
report outstanding results in women 35 to 55. The authors 
state that after ‘Compazine’ treatment, these women “were 
no longer fatigued, were sleeping well, had increased energy 


and showed a lively interest in their surroundings.” 


‘Compazine’ is $.K.F.’s new tranquilizer and antiemetic for 


everyday practice, 


‘Compazine’ has shown minimal side effects. 


<3. 


Compazine 


a true tranquilizing agent 


Smith, Kline & French Laboratories, Philadelphia 


1. Knoch, HLR., and Kirk, R.: Proclorperazine—A New Agent for the 


Treatment of Psychic Stress, in manuscript. 


*Trademark for proclorperazine, S.K.F. 
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ADVERTISEMENT 


NEW CONCEPTS IN 
PSYCHIATRIC THERAPY 


The ability of certain drugs, such as 
LSI and mescaline, to induce a de- 
personalization syndrome that closely 


parallels schizophrenia has given rise to Action: rrenquet, a completely 
ti-hallucinatory, anti- i 

new concepts in the treatment of psychi- drug. offers new 

atric disorders, It has been postulated that 

the profound disturbances of the patient’s ae ee 

capacity to perceive and comprehend real- Used in the treatment of acute schies- 

phrenic hallucinations, FRENQUEL 

ity are caused by an adrenochrome-like usually erases hostile manifestations, 

promotes a cooperative state, facili- 

substance formed by the abnormal de- tates psychotherapy and ward adjust- 

ment,'-3 Generally 24 hours or more 

struction of adrenalin during periods of must elapse before clinical improve- 

° : ment takes place. For prompt results, 

stress.’ Experiments with LSD indicate in emergency or initial treatment, 

Frenquel Injection is available in 20 

the possibility of its participation in the ee. ampuls, When FRENQUEL is discon- 
ti 1, prod ! t 

adrenalin and pituitary-adrenal cycles and —————<«” 


in the formation of the toxic adrenalin therapy, FRENQUEL may help reduce 
'. 1 the required number of treatments. 
compound. 
Although relief is not observed in 
Certaj 2°70 f ] ] > all patients, the many dramatic suc- 
ertain agents have been tound to be 
ifvine sVventi widespread clinical use warrant gen- 
> ip ble f nullifying or preventing the eral trial where acute schizophrenic 
hallucinogenic actions of LSD and mesca- are present. 
ENQUEL is safe... side effects anc 
line; one of the most important of these is drug reactions have not been reported. 
effects have been observ aS 
FRENQUEL. When administered to a series measured by repeated blood counts, 
of patients with dissociative syndromes, kidney function tests, Clinical reports 
: show no adverse effect on pulse rate, 
FRENQUEL secured, in an appreciable num- blood pressure, respiration,!2 
ber of cases, elimination of the acute Indications: Asube ediicaghuenle 
reactions, including hallucinations and de- 


states. 


Composition: Frenquel (azacy- 


clonol) Hydrochloride is alpha-(4- 


lusional symptoms, occasionally in hours. 
Apparently, when used as premedication 


in healthy subjects, FRENQUEL acts as a piperidyl) benzhydrol hydrochloride. 
partial or complete blocking agent against Dosage: rabiets—20 mg. t.i.d. 

Injection —100 mg. (20 ec.) every 
the psychotic effects of LSD and mesca- eight hours intravenously is advised 


for 1 to 7 days. 


line 

Following intravenous injection, FREN- bettion of 100 tn 
course, even at the height of symptoma- Complete detailed rrenquet Profes- 
sional Information will be sent upon 

tology. This effect seems to be decidedly request, 
selective for there is a different response Syst. 17:25, 1058. 2. Faning. D.: New 
na cannabis-type of psy¢ : 112:343, 1055 Rinaldt, F., and Him. 
Clinical and laboratory investigations 3. Porgesen, 3. 7.1 Prenqueli Use of new 
Aare ne resented before the m 
are continuing to yield information tha presented before the Am. Paychiet. Assoc.” 


explains more fully the mode of action of came 
A significant contribution to the 


FRENQUEL, its effects when employed in al 
combination with other agents, and its the research laboratories of 


potential scope of usage. THE WM. S. MERRELL COMPANY 
New York CINCINNATI: 8t. Thomas, Onterio 


1. Braceland, F. J., and Jackson, M. B., in Fishbein, M. : 
1956 Medical Progress, New York, McGraw-Hill Book emnen omen 
Company, Inc., 1956, p. 258-60 
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often effective in the treatment of 


acute schizophrenic hallucinations 
postoperative confusion 
alcoholic psychosis 


senile dissociation states ae 


Although relief is not always observed in all 
patients, successes in widespread clinical use 
warrant general trial in these indications. 


FRENQUEL often erases hostile manifestations. 

3d It is virtually free from toxicity and does not 
affect blood pressure, heart rate or respiration. 
For emergency, or initial treatment, Frenquel 
Injection is now available, 


pai 
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ATARAX 


(brand of hydroxyzine) 


brings peace of mind 


WITHOUT DISTURBING MENTAL ALERTNESS 


QUICKLY-action starts within 15 minutes. 


SAFELY —no significant side effects 
reported. 


INDICATIONS: For the “more normal” patient, in 
conditions where emotional stress is a factor, 
such as: tension - anxiety - neuroses - senile 
anxiety - insomnia - climacteric - peptic ulcer 
functional G.I. spasm - hypertension - cardiac 
disease - anxiety, restlessness, night terror 
and hyperactivity in children. 


DOSAGE: Adults, usually one 25 mg. tablet, or 
two teaspoonfuls Syrup, three times daily. 
Children (over 3 years), usually one 10 mg. tab- 
let, or one tsp. Syrup, once or twice daily. 


Since response varies from patient to patient, 
dosage should be adjusted accordingly. 


SUPPLIED: Tablets: Tiny 10 mg. (orange) and 
25 mg. (green), bottles of 100. Syrup: 10 mg. 
per teaspoonful, pint bottles. 


BIBLIOGRAPHY: 1. Farah, Luis: Pretiminar y st u ly on the use of Ay + froxyzine in psychosomatic affections. Inti. Rec. of 
t et yzine (ATARAX) hydrochloride in 
@ New therapeutic agent for 
© ar Department of Se 
hiatry. Children’s Neuropsych ri ice a Salpetriere, Paris. 6. Bayart, J.. On tour ny 
' f vous conditions during childhood. Presented at the International Congress of Pediatrics, Copenhagen 

CHICAGO 11, Denmark ”* uly 22-27, 1956. 
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Bizarre 
behavior problems 
respond to 


4 Before injection of Serpasil, patient 
has torn off all her clothes and has 
assumed grotesque posture on hospi- 
tal bed. 


® 


One day after injection of Serpasil 
Parenteral Solution, patient sits quiet 
ly in bed, wearing pajamas and drink- 
ing water calmly 


IN INSTITUTIONAL THERAPY 
AND OFFICE PSYCHIATRY 


Serpasil, a nonhypnotic tranquilizing 
agent, not only produces remissions 
in severe neuropsychiatric states in 
the hospitalized patient, but has also 
been used widely and successfully as 
an adjuvant to psychotherapy in the 
milder, ambulant cases seen in every 
day practice 


Supplied: Tablets, 40, 2.0, 1.0 and 
0.25 mg. (scored) and 0.1 mg. Elixir, 
containing 1.0 mg. and 0.2 mg. per 4 
mi. teaspoonful. Parenteral Solution, 
2-mi. ampuls, each ml. containing 2.5 
mg. of Serpasil. 


Serpasil® (reserpine cipa) 
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“CENTRE PSYCHIATRIQUE” 


A non-profit Psychiatric Institution fully equipped for treatment of psychoneuroses 
or other nervous disorders. 


Modern buildings in a pleasant semi-rural surroundings in the outskirts of Mont- 
real. Homelike atmosphere. Occupational and recreational activities indoors and 
outdoors. 

Insulin, electro-convulsive and other physical methods of psychiatric treatment 
when indicated. Psychotherapy of psychoanalytical orientation. Complete labora- 
tory facilities including X-ray, electroencephalography. Physiotherapy. Consul- 
tants in all specialties. 


Specially trained Nursing staff. 
All information sent on request. 
Information office—65555 Gouin Blvd. West, Montreal 


Phone RI 4-6481 


3 INSTITUT ALBERT PREVOST 
‘ 
~ 


Psul 


Feelings of insecurity, 
discouragement and pessimism 
are promptly relieved by Dexamyl*. 

*‘Dexamyl’ smoothly and subtly 
improves mood and outlook, 
inducing a sense of cheerfulness 


and well-being. 


+T.M. Reg 


Available in Tablets, Elixir and 


or 


Spansulet capsules 


S. Pat 


* IM. Ree 
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... part of every ///ness 


ANXIETY 


is a source of 


HYPOCHONDRI 


Supplied: Tablets, 400 mg., botties of 50. 
Usual Dose: | tablet, t.i.d 


Wyeth 


Philadelphia 1, Pa 


MEPROBAMATE 
anti-anxiety factor with muscle-relaxing action 


Licensed under US Pat. No 2.124.720 
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The man who 
wouldn't give up 


500 MASSED ROCKETS shook the brand-new Brook- 
lyn Bridge, screamed up into the May evening and 
showered the city with gold. 


While behind a darkened window, a big, gaunt 
man sat and watehed, too crippled and pain- 
wracked to attend the opening day festivities for 
the bridge. 

This was a pity, for he had built it. 


Which means that when money gave out, Chief 
Engineer Roebling pleaded for more. When dis 
turbing changes of plan had to be made, Roebling 
fought them through. And when a hundred pan- 
icked men were trapped under the East River in a 
flooded caisson, Roebling saved them. 


Spinning the giant steel spiderweb not only 
exacted 13 years of Roebling’s life, from 1870 to 
1883, but very early crippled him forever with the 
caisson disease 

Yet he saw the job through to the end. His were 
the courage, skill and vision that make Americans 
a nation of great builders—a strong, growing na- 
tion. And a nation whose Savings Bonds rank with 
the world’s finest investments. 

For the constructive strength of 168 million 
Americans stands behind these Bonds. This is 
why, when you buy U.S. Savings Bonds, our Gov- 
ernment can absolutely guarantee the safety of 
your pring ipal up to any amount — and the rate 
of interest you receive 

You cannot get a better guarantee than that. 
Why not invest in U.S. Savings Bonds regularly 
where you bank or through the Payroll Savings 
Plan where you work? And hold the Savings 
Bonds you have 


Safe as America —l. S. Savings Bonds 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson Schoo) is a co-educationa!, residential school, with elementary, junior and senior 
high school, and a postgraduate program. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college. 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and guidance of each individual student. A full-time psychiatrist and psychologist are in 
residence ur work emphasizes a much wider concept of student training dnd growth than is 
conceived of in present-day education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim 


V. V. Anverson, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: Staatsburg 3571 


The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 


Iu the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Framces M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


Child Psychiatry Service 


THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL, THE CHILDREN’S CLINIC 


A residential school for elementary Outpatient psychiatric and neurologic 
grade children with emotional and evaluation of infants and children to 
behavior problems eighteen vears. 


J, COTTER HIRSCHBERG, M.D., Director Topeka, Kansas; Telephone 3-6494 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY . 19 
1270 AvENUK oF THE Americas, Room 310 Date 
New 20, New Yor«x 
Enclosed herewith is § for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1956 issue 
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IMPORTANT 


WE ARE DESIROUS 


TAINING 


FOLLOWING 


COPIES 


OF 
OF 
NUMBERS 


OB- 
THE 


WE WILL PAY $1.50 FOR THE 


FOLLOWING 


Volume I to Volume 83 
(all Numbers) 


NUMBERS: 


WE WILL PAY 75¢ FOR THE 


MARCH 1955 


NUMBER 


WE WILL PAY $1.00 FOR THE 


FOLLOWING 


Volume 91 Number 4 


Volume 93 Number 4 


Volume 


Volume 100 


Volume 101 
and 6 


103 
104 


Volume 


Volume 
10 


Volume 106 
Volume 107 


Volume 110 


SEND TO 


AUSTIN M 


AMERICAN 


94 Number 


DAVIES 


4 


Volume 95 Numbers 1 


Volume 99 Numbers 4, 5, 


Number 5 


Numbers 7, 


Number 4 
Number 1 


JOURNAL 


OF PSYCHIATRY 


1270 Ave. of The Americas, 


New York 20 


New York 


Numbers 2 


Numbers 1, 


Numbers 7, 8, 


BUS 


NUMBERS: 


and 


and 6 


and 


9 and 


, and 9 


MGR 


Rm 


310 


ELECTRONARCOSIS 
BIBLIOGRAPHY 


In 1950 we published a bibliography 
on electronarcosis. During subsequent 
years we offered new pages for addition 
and/or insertion, thus endeavoring to 
bring the work up-to-date, correct errors 
in spelling, etc., and add old articles not 
previously known to our researchers 

In a few months we will publish a 
completely revised bibliography The 
publication, as heretofore, will be bound 
in a letter-size file folder, thus permitting 
use either on a bookshelf, or filing in a 
file-cabinet. It will contain at least 300 
articles (chronologically numbered), 290 
authors (alphabetically indexed), and 70 
abstracts (principally foreign language 
articles). 

Orders are now invited at cost, $1.10 
per copy. A copy will be furnished 
without charge, upon a letterhead request, 
to medical libraries and to doctors cur 
rently using an Electronicrafe instrument 


icrafl Company 


410 Douglas Building, 

257 South Spring Street, 

Los Angeles 12, California. 
Tel.: MAdison 5-1693 - 5-1694 
Cable address: GLISSANDO 


ATTENTION 


Extension of the reduced subscription rute 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol 
ogy, psychiatric nursing, and psychiatric so- 


cial work. 


In placing your order, please indicate 


issue with which subscription is to start. 
Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 Avenue or THe Amenicas 


New Yor« 20, New You 
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PRINTING + LITHOGRAPHING GRAVURE BOOKS FOLDING BOXES LABELS 


Controlled 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America’ The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements 

Lighting and ener geen conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities 

Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE; Starks Bldg., 4th & Walnut Se. LOS ANGELES: 1231 S. Main St 
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‘ook Sanatori 
bstablished Qik 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, 
REX BLANKINSHIP, M.D., Medical Director 


JOUN SAUNDERS, M.D., Assistant 
ment procedures electro shock. in- Medical Director 

sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
JAMES K. HALL, JR., M.D., Associate 


CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


ploying modern diagnostic and treat- 


and recreational therapy —for nervous 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request « P.O. Box 1514 - Phone 5-3245 


HALL-BROOKE 
An Adive Dreatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities, 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr.. M.D 


Alfred Berl, M.D. Peter P. Barbara, Ph.D. 
Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GraLnick, M.D., F.A.P.A., Director 


Chief Consultants Associate Consultants 
Rutu Fox, M.D. 


Steriuen P. Jewerr, M.D 
Wittiam V. Sicverpenc, M.D., F.A.P.A. L. CrLovis Hirgninc, M.D 
Clinicai Director Director of Research 


Assistant Medical Director 
Sternen W. Kempster, M.D 


J. Witttam SItvenserc, M.D Mervyn Scuacut, M.D., F.A.PLA 


Resident Psychiatrists 
Juntus Arkins, M.D Frank G. D'E.vta, M.D Jenome Duckman, M.D Enrique Martinez, M.D 


Psychologists 


Mitorep SuHerwoop Lerner, M.A Leatrice Styrt Scuacut, M.A. 


Consultants 
H. Gies, M.D. FACS Frank J. Massucco, M.D., J. Ropman, M.D., F.C.C.P 
FACS Internal Medicine 


Gynecology 
Surgery 
NaTHANieL J. Schwartz, M.D., Invinc J. Graunick, D.D.S. 
F.A.C.P. Dentistry 


Internal Medicine 


Founded in 1904 
HIGHLAND HospITAL, 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 
A non-profit psychiatric institution, offering modern diagnostic and 


treatment procedure insulin, electroshock, psychotherapy, occupational 


and recreational therapy—for nervous and mental disorders 
The Hospital is located in a 75-acre park, amid the scenic beauties of the 


Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 

peutic treatment for selected cases desiring non-resident care. 

R. CHARMAN CARROLL, M.D ROBT. L. CRAIG, M.D 
Medical Director Associate Medical Director 

JOHN D. PATTON, MD 
Clinical Director 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
GEORGETOWN, MASS. 
Fleetwood 2-2131 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 


Occupation under a trained therapist, diversions and outdoor activities. 


Harry C. SoLomon, M. D. Georce M. ScHLoMer, M. D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8628 
For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Bravy, M.D., Medical Director 
C. F. Rice, Superintendent 
Francis A. O'DONNELL, M. D. George E. Scott, M.D. 
Tuomas J. M.D. Ropert W. Davis, M.D. 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 
FOUNDED 1855 
Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
R. F. D. NO. 2, COLUMBIA ROAD, SILVER SPRING, MD. 
HE 4-9330 HE 4-9320 
Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 

Resident and open staff, with privileges to qualified psychiatrists. 


E. Andren, M. D. Closed 
Sediest Birecter Member of N.A. P. P. H. Medical Staff 


XXXIII 


} 
f 
& 
| 4 
| 
| 
4 

| 
| 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M.D., Tuomas P. Prout, Jr., 
Medical Director Administrator 


FALKIRK IN THE RAMAPOS 


CENTRAL VALLEY, N. Y. 
Established 1889 


A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric prob- 
lems. Out-patient facilities are available for suitable cases. A continued treatment 


service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the 


available services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 
TELEPHONE: HIGHLAND MILLS 2256 
T. W. NEUMANN, JR., M. D., Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. WOLFE, M. D. A psychoanalytically-oriented hospital 
Director of Psychotherapy for the diagnosis and treatment of 


RALPH S. GREEN, M.D. mental and emotional illness. 


Clinical Director 
GRAHAM SHINNICK 
Manager 


Member of American and Michigan 
Hospital Associations. 


Telephone: OLive 1-9441 


OCEANSIDE GARDENS SANITARIUM, INC. 
Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disorders, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOEGH HOUCK, M_.D., F.A.P.A. IRMA K. CRONHEIM, M.D., A.P.A. 
Phystctan-in-Charge Supervising Psychiatrist 

M.D., A.P.A. THOMAS A. NACLERIO, M.D., A.P.A. 

Associate Psychiatrist in Psychotherapy 


LUDWIG LEWIN, Pu.D. 
Administrative Director 


OCEANSIDE, L. L., NEW YORK ROckville Centre 6-4348 


HANS W. FREYMUTH, 
Clinical Director 


24 Harold Street 
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RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 
; b J foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuarces E. Wurre, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 


RIVER CREST SANITARIUM 


NEW YORK CITY 
Founded 1896 

Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
gcriatric patients. All recognized therapies available according to the needs of the individual 
patient. 

Courtesy privileges to qualified physicians. American Hospital Association Member. 

Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M.D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 


Astoria 5, New York 


AStoria 8-8442 


Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request, 


Joun H. Nicnots, M. D. G. PauLine WeE.Ls, R.N. Herpert A. SInver, Jr. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY 19 
1270 AVENUE or THE AMeRicas, Room 310 Date 
New York 20, New York 
Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 


ADDRESS 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1956 issue 
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Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE — 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


LIST OF FELLOWS AND MEMBERS 
OF THE 

AMERICAN PSYCHIATRIC ASSOCIATION 
1956-1957 


Gentlemen: I enclose $ for my copy of the new 1956-1957 APA 
Membership Directory. 


Mail to: 


EXECUTIVE ASSISTANT 

AMERICAN PSYCHIATRIC ASSOCIATION 
1270 AVENUE OF THE AMERICAS, Room 310 
New York 20, New York 


Nore: Directory available to members at $1.00, non-members $2.00 
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clinicatly proved in alcoholism 


brand of DISULFIRAM (tetraethylthiuram disulfide) 


Feldman reports: 
“... ‘Antabuse’ therapy constitutes a major 
advance in treatment.”* 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 
*Feldman, D. J.: Ann. Int. Med. 44:78 ( Jan.) 1956. 


... a “chemical fence” for the alcoholic 


A biochure giving fall details of therapy will be sent to physicians upon 
request, 


“ANTABUSE” is sepplied in 0.5 Gm. tablets (scored), bottles of 50 and 1,000. 


By * New York, N. ¥. * Montreal, Canada 
$654 
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THE DEVEREUX FOUNDATION 


Since 1940, nonprofit sponsor of 


DEVEREUX SCHOOLS 
Established 1912 


THERAPEUTIC SCHOOLS 
VOCATIONAL COMMUNITIES 
REMEDIAL CAMPS 


SCHOOLS 
D. Bonp Division Pennsylvania 
Water L. Treapway Division California 


A complete scholastic pro, , in resi- 
dence, for boys and girls presenti 
by a program y hag - utic education, 
supplemented by dividual psycho- 
therapy, where 
Separate facilities and campuses for different age 
groups, from pre-kindergarten through junior ae. 


COMMUNITIES 
Leo KANNER Division Pennsylvania 
RANCH DIVvIsION California 


“Life-experience’” and vocational pro- 
grams for children, adolescents, and 
young adults with impaired inteller- 
tual or CNS function. 
Separate, self-contained campuses for homogene- 
ous groups, in terms of age and social maturity. 


CAMPS 


PENNSYLVANIA MAINE CALIFORNIA 
Each Devereux School or Community 

has its own individual camp. Remedial 

academic programs, full recreational 

facilities, permit therapy to continue 

through the long summer holiday. 


Professional inquiries will be welcomed by Joun M. Banciay, Director of Development 
Devereux Foundation, Devon, Pennsylvania 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


Professional Associote Directors 
ROBERT L. BRIGDEN, Ph.D. EDWARD FRENCH, Ph.D. 
MICHAEL B. DUNN, Ph.0. ROBERT T. GRATTAN, MD. 


CUFFORD SCOTT, MD. 
Santa Barbara, California 


Devon, Pennsyivania 


¥ 3 
3 
ne in 
way 
> 
3 
% 


